


SEPTEMBER 1959 
Volume XX - Number 3 


Niv 


// SEP viii J 


MEDI 
LIBRARY, 














} Published by the American Academy of General Practice 








ste 
= 
= 

ag | 


"THIS ISSUE 


3 








newest advance in iron therapy 
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PATIENTS ON SIMRON REPORT NO GASTRIC UPSET, 
NO BLACK STOOLS, NO CONSTIPATION OR PIARRHEA 


Simron is iron (ferrous gluconate) in a dramatically different agent* which facilitates iron absorption. 
Eliminates cause of iron intolerance: Simron increases iron absorption in the G.I. tract. That’s why it 
cancels the need for “‘iron overload.”’ The greater absorption of usable iron virtually eliminates nausea, 
G.I. upset, or black stools. In a series of 40 Simron-treated patients,! only one reported side effects. 
Patients who ‘“‘can’t take iron’’— now can: Simron is preferred wherever iron is indicated. Especially 
useful in patients who can’t tolerate other iron therapies—for example, gravida, duodenal ulcer, colitis 
—where gastric upset is discomforting and black stools may mask a serious condition. 


Prescrjbe one capsule t.i.d. between meals. In bottles of 100 soft, gelatin capsules, containing 10 mg. 
ferrous gluconate and Sacagen. *Sacagen—special absorption agent. 


Trademarks: ‘Simron,’ ‘Sacagen’ 
1. Ausman, D. C.: J. Am. 
Geriatric Soc. 7:268, 1959. 
THE WM. S. MERRELL COMPANY 
New York ¢ Cincinnati ¢ St. Thomas, Ontario 
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NOW SHE 
CAN COOK 
BREAKFAST 
AGAIN 


... WHEN YOU PRESCRIBE 


MORNIDINE: 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine miay be 
administered intramuscularly in doses of 5 mg. 
(1 cc.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 








VOLUME XX - NUMBER 3 


September, 1959 


0 
om 
TP, 


—_——— 


fl 











Contents 


The American Academy of General Practice is a national 

iation of physici gaged in the general practice 
of medicine and ourgery. It is dedicated to the belief that 
generat’ practice is the keystone of American medicine, 
and to the conviction that continuing study is the basis of 
sound general practice. It is the role of GP, official pub- 
lication of the Academy, io provide constantly the best 
postgraduate literature in all phases of general practice 
in its scientific section. In other regular departments it 
carries articles and official reports pertinent to the work 
of the Academy’s 15 standing committees. 
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SCIENTIFIC ARTICLES 


Corticosteroid Therapy of the Common Chronic 
Eczematous Hand Dermatitis . 
Leon Goldman, M.D. and Robert H. Preston, M.D. 


The eczematous hand presents a complicated dermatologic problem. 
However, systemic corticosteroids provide symptomatic relief, 
pending studies to develop a preventive program. 


The Psychology of Hypnosis 
William T. Heron, Ph.D. 


A thorough understanding of the psychology of hypnosis banishes 
many misconceptions. 


Pseudotumors of the Colon 
Sidney Rubin, M.D. and David S. Dann, M.D. 


Here is a valuable hint for all physicians concerned with the per- 
formance or evaluation of x-ray examinations of the colon. 


Leptospirosis ; 
Fred R. McCrumb, Jr., M.D. 
Probably a more common disease than the reported incidence indi- 
cates. Only a modestly equipped laboratory is needed to diagnose the 
disease. 


Female Circumcision, Indications and a New 
Technique 
W. G. Rathmann, M.D. 


This article points out indications for circumcision of the female 
that are being overlooked by some modern physicians. The technique 
for circumcision also is described. 


Role of Exercise in the Prevention of Disease 


102 


106 


121 


Hans Kraus, M.D., Willi Nagler, M.D. and Sonya Weber, D.Sc. 


The authors report the deleterious effects of physical inactivity and 
urge that doctors prescribe physical activity in most regimens. 


A Proposed Method for Prevention of leheeaide 
Hyaline Membrane 
Jack Curry Redman, M.D. 


Dr. Redman proposes that the head-down position of the newborn 
plays a significant role in the genesis of the hyaline membrane. He 
outlines a prophylactic regimen. 


The Body’s Response to Burning 
W. D. Snively, Jr., M.D. 


Every major system of the body feels the impact of a burn. The most 
immediate threat is posed by “‘the four horsemen of disaster.” 


Toxic Hepatitis . 
Hyman J. Zimmerman, M.D. 


Certain drugs may produce hepatitis disease by acting as toxic 
agents or by hypersensitivity phenomena. 


Observations from 13,000 Visits to Alcoholics 
A. J. Russo, M.D. 
What can be done for the patient who’s a confirmed alcoholic? What 
are his emotional needs and how can he be helped? Dr. Russo com- 
pares the alcoholic to a multi-stage rocket. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Depressive Episodes. RossER P. ATKINSON, 
M.D. Depressive episodes often destroy bodily 
integrity and place intense demands on the 
physical structure. They are often distinguished 
as somatic disorders. 


‘ 

Lower Extremity Braces in Rehabilitation. 
MICHAEL Dacso, M.D. Facts about prescribing 
and filting simple braces. The physician and 
the bracemaker must function as a team. 


Respiratory Stimulants. JOHN ADRIANI, M.D. 
The author describes the select cases in which 
specific respiratory stimulants are of benefit. 
Various stimulants are thoroughly evaluated. 


Anticoagulant Therapy. W. W. Coon, M.D., 
P. W. WILLIs, III, M.D. AND I. F. DuFF, M.D. 
Use of anticoagulants for prevention and treat- 
ment of intravascular thrombosis and embolism 
is discussed, with emphasis on indications and 
contraindications and the hazards involved. 


Differential Diagnosis of Tumors Involving the 
Skin of the Breast. MILTON M. CARN, M.D., 
LEROY AARONSON, M.D. AND HERMAN BEER- 
MAN, M.D. Ten cases are presented, illustrating 
various types of small, cutaneous breast lesions. 
The authors stress the potential malignancy of 
such lesions. 


A Method of Light General Anesthesia with 
Rapid Induction and Recovery. Louis JOEL 
FEIT, M.D. A description of the use of thiamylal, 
particularly for procedures in which the pa- 
tient’s assistance is desired. 


Tuberculosis: Recalcitrance Re Recalcitrants. 
ABRAHAM GELPERIN, M.D. Here is a statement 
of the problem created by the release by hospitals 
and sanitoria of persons with infectious tuber- 
culous disease. 
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| and lunchtime comes at three 


high potency vitamin-mineral supple 
MYADEC helps prevent vitamin-mineral deficiencies 





in people whose dietary habits are poor. Just one cap- 
sule daily supplies therapeutic doses of nine important 
vitamins together with significant quantities of eleven 
essential minerals and trace elements. 


Each capsule contains: 


VITAMINS: ; MINERALS (AS INORGANIC SALTS): 
Vitamin Bia crystalline 5 mcg lodine 0.15 mg. 
Vitamin Ba (riboflavin) 10 mg Manganese 1.0 mg 
Vitamin Be (pyridoxine Cobalt : 0.1 mg. 

hydrochloride) 2 mg Potassium 5.0 mg 
Vitamin Bi mononitrate 10 mg Molybdenum 0:2 mg 
Nicotinamide (niacinamide) 100 mg Iron 15.0 mg 
Vitamin C (ascorbic acid) 150 meg Copper 1.0 mg 
Vitamin A 25,000 units Zinc 1.5 mg 
Vitamin D 1,000 units Magnesium 6.0 mg. 
Vitamin E (d-alpha-tocophery!- Calcium 105.0 mg 

acetate concentrate) 5 1.U. Phosphorus 80.0 mg 


Bottles of 30, 100, 250, and 1,000 
PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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Publisher’s Memo 


A New Package 


RAYMOND LOEWY, a man who should know, con- 
tends that all design is package design. Mr. 
Loewe, a top authority on modern design, says 
that this premise applies to everything from a 
calling card to a diesel locomotive. 

This month, GP comes to you in a brand new 
package. It’s been completely redesigned, cover 
to cover, inside and out. Even the reliable old 
logotype has been modified to stay in style. 

It takes many months to produce a new pack- 
age. First of all the publisher must establish the 
need for a new design. This may actually take 
years (unless you want a new design for the sake 
of a new design and this is never wise). It must 
serve a useful purpose and make the magazine 
more appealing to the reader’s critical eye. It 
must be more attractive and have added impact. 
If you want to come out on top, you work with 
experts in the field. This is exactly what GP did. 

The new text pages are versatile. They can 
accommodate both formal and informal graphic 
presentations. Note the added white space and 
the freer, more fluent design. The new text type 
is cut larger, making it easier to read. 

All of the longer articles repeat the title on 
successive left-hand pages (this will help you 
locate the article you want). And, on the back- 
bone of the cover, you’ll find key words (to help 
you find articles in back issues of GP). You’ll 
also notice that the text pages “sink,” the copy 
doesn’t crowd the top of the page. This gives 
deserved prominence to the advertising pages, 
lets the reader instantly distinguish between 
text and advertising. 

Column widths have been decreased (wide 
columns are hard to read) and there’s more space 
between them. All of these changes, in their 
small, individual ways, combine to make the 
new GP easier to read. And, if it’s easier to read, 
it’s of more value to the reader. 

We hope you like the new package. —M.F.C. 
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SIGNIFICANT EVENTS 


Drugs Termed New 
Cold War Weapon 


Osteopaths Prefer 
To Be Osteopaths 


Patients Have Poor 
Vaccine Record 





> The Chinese Communists are exporting pirated facsimiles of 
patented American drugs. An Iron Curtain copy of one anti- 
biotic recently showed up in a Hong Kong drug store. 

American pharmaceutical executives point out that the 
Communists are using exported drugs as infiltration tools, 
simultaneously ignoring home front needs. Thanks to cheap 
labor and no research expense, they can undersell American 
manufacturers. 

In addition, Russia is apparently sending money and techni- 
cal _ teams to India, Burma, Iraq and Egypt. The president 
of one U.S. company sees this as selling Communism by calling 
it the only effective weapon in the war against disease. 

Other Communist countries, including Hungary and Poland, 
are also in the act. One Polish firm tried to sell an 
antibiotic to an American firm that holds the original 
patent. The quality of the foreign facsimiles ranges from 
inferior to roughly comparable. 


























>» Speaking for 80 per cent of the delegates who attended a 
recent American Osteopathic Association meeting in Chicago, 
AOA President George W. Northup made it crystal clear that 
he and his colleagues want no part of an AMA affiliation 
plan. Said Northup: "Far too many people believe that the 
osteopathic profession wants to be absorbed into the AMA. 
This misconception has affected the entire future of 
osteopathy .. ." 

The delegates, representing the nation's 13,000 osteopaths, 
voted "to maintain a separate and complete school of 
practice." An AOA past president said that the association 
is "not interested in amalgamation or merger with the AMA." 

At least one mutinous faction wants to change course. The 
AOA's California society is reportedly dickering with the 
California Medical Association. The objective: To relicense 
DO's as MD's. 


























> Of the 103 poliomyelitis cases reported in Kansas City 
during a recent eight-week interval, 74 of the victims had 
not received a single Salk vaccine shot. So far the city 
can count 48 paralytic cases, seven deaths. 

Dr. Abraham Gelperin, director of health and hospitals, 
said that many people fear needle vaccinations, others think 
the vaccine causes polio. These two factors, he believes, 
account for the poor immunization record. 
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Entertainment Is 
A Deductible Item 


New Book Lauds 
Use of Krebiozen 





> If he can show that entertainment produces business income, 











a physician may deduct, for federal income tax purposes, 
the cost of entertaining professional colleagues or patients. 





The Internal Revenue Service will, however, insist that the 
doctor show a "clear relationship" between the expenditure 


and "reasonably expected income." The burden of proof, as in 


all matters involving the IRS, will be on the taxpayer. 
The ruling also states that "if personal reasons predomi- 


nate, the expenditure may not be deducted, even though there 


is some possibility of business benefit." Nor will the IRS 
go along with a general statement to the effect that the 


physician “hoped or expected to get referrals or patients as 
a result of entertainment... ." 

The IRS adds that it will use certain criteria to measure 
deductibility. The inference seems to be that the taxpayer 
would do well to use the same yardstick. Boiled down, the 
IRS will want all the facts in each and every case, including 
names, dates, places and reasons. 

















>» Herbert Bailey's book, "A Matter of Life or Death," is 
another impassioned plea for Krebiozen, the controversial 
"cancer cure" that cost Dr. Andrew Ivy his job. Bailey, a 
former radio and dramatic critic for "Billboard" magazine, 
unwittingly uses himself to show how an uninformed layman can 
be euchred into blind allegiance by not knowing how to tell 
facts from fiction. 

Bailey paints dramatic pictures, starring terminal—stage 
cancer victims who make sudden and dramatic recoveries 
following Krebiozen therapy. According to Bailey, the answer 
came to Dr. Steven Durovic as "the fair rich fields of his 
family's ancestral estate rolled before his minds eye" and he 
"saw again the family herds of cows and horses." What else 
is there to say? 
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PLAN TO ATTEND THE ACADEMY'S THIRD ANNUAL SYMPOSIUM ON 
INFECTIOUS DISEASES, SEPTEMBER 25, AND THE STATE OFFICERS 
CONFERENCE, SEPTEMBER 26-27. FOR DETAILS SEE PAGE 265. 
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first report on a new and significant antidepressant 





Nardil brand of phenelzine dihydrogen sulfate 


the new, rapidly effective office treatment for depression 





clinical response: depressed patients usually 
respond with an elevation of mood within a 
few days. Self-deprecatory feelings, sadness and 
ruminative thinking rapidly subside. Recovery 
generally occurs within 2 to 6 weeks. Depres- 


sion is lifted without the overstimulation en- 
countered with amphetamines. Clinical trials 
since 1957 have revealed no toxic effects on 
blood, liver or kidneys. Side effects are occa- 
sional, mild and transient. 

Sainz’ reported that, of his series of 122 pa- 
tients with depressions, over 80 per cent recov- 
ered following Nardil therapy. “Maximum 
improvement was always noticed not later than 
five weeks after the onset of therapy.” 

Thal,? as a result of his experience with 
Nardil in 180 patients, pointed out that 80 per 
cent of patients with depressions were dis- 
charged from the hospital as recovered within 
60 to 90 days following treatment with Nardil. 


no liver toxicity to date in over 1,000 cases 
Nardil has a preferential distribution to the 
brain—not the liver. Sainz! found that Nardil, 
in 122 depressed patients, was “...less toxic 
than iproniazid because no hepatic, hemopoi- 
etic or central nervous system parenchymatous 
damage (had) occurred or been foreshadowed.” 
Neither Thal? in 180 patients, nor Saunders, 
saw any toxic effects after careful analysis of 
liver function tests and blood studies, 


indications: Nardil is indicated for the office 
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Academy chapter meetings and postgraduate courses, as well 28—Oct. 2: American College of Surgeons, meeting, Tray- 
as other medical meetings in which general practitioners more Hotel, Atlantic City, N. J. 
will have an interest, appear here monthly. *29: St. Louis (Missouri) chapter and St. Louis Dental So- 
ciety, course on problems common to medicine and 
* Classified by the Commission on Education as acceptable dentistry, Chase Hotel, St. Louis. (114 hrs.) 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. cranes 
*1-2: South Carolina chapter, annual meeting, Clemson 
House, Clemson. (15 hrs.) 
1-2: Southern Trudeau Society, 45th annual meeting, Bi- 
loxi, Miss. (9 hrs.) 
| creo *2: Oklahoma chapter and University of Oklahoma, sym- 
*14-19: University of Buffalo School of Medicine, 39th an- posium on “Medical and Surgical Problems in the 
nual session, course on recent advances in clinical prac- Senior Citizen,”’ Skirvin Hotel, Oklahoma City. (6 hrs.) 
tice, Buffalo, N. Y. *2-3: Idaho chapter, annual meeting, Hayden Lake Coun- 
*16-17: Ohio chapter, annual meeting, Franklin County try Club, Hayden Lake. 
Veterans Memorial, Columbus. (10 hrs.) 3: Maine chapter, annual business meeting, Lewiston. 
*17-19: University of California, fal) symposia in obstetrics *3-4: South Carolina chapter, courses on clinical hypnosis 
and gynecology, University of California Medical Cen- and psychosomatics, following annual meeting, Clemson 
ter, San Francisco. House, Clemson. (15 hrs.) 
*20: Pennsylvania chapter, scientific session, Lawrence *4-7: Texas chapter, annual meeting, Buccaneer Hotel, 
Hotel, Erie. (4 hrs.) Galveston. 
*20-22: Wisconsin chapter, annual meeting, Milwaukee *7: Lima (Ohio) chapter, postgraduate program of North- 
Auditorium, Milwaukee. (10 hrs.) western Ohio Medical Association, Findlay Country 
*22-23: Minnesota chapter, ninth annual refresher course, Club, Findlay. (5 hrs.) 

Hotel Radisson, Minneapolis. (12 hrs.) 7: Academy of Medicine of Cleveland, et al., symposium 
‘23-24: Mississippi chapter, annual meeting, Hotel Heidel- on the therapy of acute injuries, Auditorium of Allen 
berg, Jackson. (10 hrs.) Memorial Medical Library, Cleveland, Ohio. (5 hrs.) 

23-25: Oregon State Medical Society, 85th annual session, 
Memorial Armory, Medford. (15 hrs.) Continued on page 297 


25: West Virginia Heart Association, annual scientific ses- 
sion, Shenandoah Hotel, Martinsburg. (21% hrs.) 

*25: American Academy of General Practice, University of 

Kansas and Lederle Laboratories, Annual Symposium E 

on Infectious Diseases, Battenfeld Auditorium, Univer- Annual AAGP M eetungs 

sity of Kansas Medical Center, Kansas City, Kan. (6 





hrs.) Annual Scientific Assembly 
26-27: American Academy of General Practice, Annual Mar. 21-24, 1960: Convention Hall, Philadelphia. 
State Officers’ Conference, Hotel Muehlebach, Kansas Apr. 17-20, 1961: Miami Beach Auditorium, 
City, Mo. Miami Beach, Fla. 
*27: Massachusetts chapter, annual meeting, Statler-Hilton 
Hotel, Boston. (12 hrs.) Annual Symposium on Infectious Diseases 
‘21-29: Iowa chapter, annual meeting, Savery Hotel, Des Sep. 25, 1959: Battenfeld Auditorium, Kansas City, Kan. 
Moines. (12 hrs.) Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
‘28-29: Chattanooga (Tennessee) chapter, Tennessee Val- Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
ley Medical Assembly, Read House, Chattanooga. (12 
hrs.) Annual State Officers’ Conference 
'8-Oct. 2: Emory University School of Medicine, course Sep. 26-27, 1959: Hotel Muehlebach, Kansas City, Mo. 
entitled “‘Five Days of Internal Medicine,” Grady Me- Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
moria] Hospital Auditorium, Atlanta, Ga. ($5 hrs.) Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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in hypertension. .. 


your patients feel better 





I etters from Our Readers 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
4 of authors of letters published in this department will be preserved upon request. 


4 Recognizes a Bargain 
| Dear Mr. Cahal: 
' Asa lay person who happens to be exposed to your 
yery fine magazine (I work in an organization that 
does pharmaceutical statistical research), I should 
like to comment on your May “‘Publisher’s Memo.” 

Frankly, I’m much more adverse to paying $3,000 

' today for a new car, which I feel is only a junky piece 
of metal (as opposed to the $700 I might have paid 
for one in 1929), than I am the $89 today for health 
and medical care (in contrast to $24). 

I feel that I’m getting my money’s worth in better 
care and a longer life for my family. Don’t sell the 
lay person short. There are a lot of us who realize 
that the medical profession, by and large, is giving 
us a bargain in health. 

I can’t say as much, by and large again, when I 
go to pay for a prescription; but that’s another story. 

Mrs. D. C. MILLER 
Rowayton, Conn. 


Credit Overdue 


Dear Sirs: 

I read with a great deal of interest, the article by 
Lois Lamme on “New Approach to Narcotic Addic- 
tion” in the March GP. 

I was thrilled no end to see so many quotations 
ftom my original article entitled ‘Observations on 

; Narcotic Addicts Having About 200 Habit Years.” 

| My article was a final result of four years of research 

“and at an approximate cost to me of $3,000. 

| I feel very flattered that you quoted me and used 
excerpts as often as you did in your article. I had 
hoped for some recognition in your article—I felt 
that there should be—considering all the difficulties, 
oo and criticisms that I received in doing this 
work, 

If you had mentioned my name somewhere in your 
article, I would have felt very much recompensed. I 
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Yours Truly 








feel that there should be some mention of my con- 
nection with some of your quotations. 

Ordinarily this would not be a very important 
item with me, but considering all the difficult things 
that were said about me by the narcotic agent, mis- 
led druggists, uninformed physicians and critics by 
the hundreds—all this and possibly more would have 
been worthwhile to me and my family, and chiefly 
the narcotic addict himself, if we had received proper 
credit. 

A. J. Russo, M.D. 
Salem, Va. 


Although GP is primarily concerned with conveying 
important facts and information of value to our readers, 
we want to give credit where credit is due. Dr. Russo’s 
assistance, via information he furnished, is gratefully 
acknowledged. —PUBLISHER 


Kanamycin Postscript 


Dear Sirs: 

We are deeply appreciative of Dr. Bunn’s kind 
remarks (July, 1959 GP) about the paper dealing 
with antimicrobial agents entitled ‘Antibiotic 
Therapy: Clinical Application of Available Agents,” 
written by Dr. Nichols and ourselves, which ap- 
peared in the February, 1959 issue of GP. 

We agree with Dr. Bunn’s statement that on the 
basis of data accumulated to date, it is rare for 
kanamycin to impair renal function if the dose of the 
agent is kept below the 2 Gm. daily recommended 
by Dr. Bunn and ourselves. We also agree that pain 
produced by the intramuscular injection of kanamy- 
cin seems to be less than that which follows the use 
of certain preparations of the tetracycline compounds. 

In addition to the fact that we observed pares- 
thesia in patients receiving kanamycin, other investi- 
gators writing in the Annals of the New York Academy 
of Sciences (‘‘The Basic and Clinical Research of the 
New Antibiotic, Kanamycin,” Ann. New York Acad. 
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PHYSICIANS PREFER SOFTRAN 


PATIENTS PREFER SOFTRAN 


THE NEW TRANQUILIZER 


IN THE NEW SOFTAB’ FORM 


PLEASANT TASTING 


ee ETE 


— 


ia , Stuart 
MELTS IN THE MOUTH 


fe ge © 
eS 


NO WATER NEEDED 





ADVANTAGES: 1. Provides safe effective tranquilization. 2. Often reduces hypertension. 3. Allows natural 
sleep by relaxing tensions. 4. No side effects. 5. Convenient...can be taken anywhere, anytime, no water needed. 
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Softran is a true tranquilizer 

A new, unique pharmacologic screening method 
demonstrates that buclizine [SOFTRAN] is not 
depressant and possesses qualities of a true tran- 
quilizer. Cutting, Windsor, M.D., Baslow, Morris, 
Ph.D., Read, Dorothy, Ph.D., and Furst, Arthur, Ph.D., 
School of Medicine, Stanford University, Palo Alto, 
California. The Use of Fish in the Evaluation of Drugs 
Affecting the Nervous System. Quart. Rev. Psychiat. 
& Neurol. (accepted for publication) 


Softran is effective for mild to moderate 
anxiety-tension states 


Studies with buclizine [SOFTRAN] indicated it to be 
a potent and versatile therapeutic agent with clear- 
cut tranquilizing properties. It was found to be an 
effective ataraxic agent for mild to moderate anxiety- 
tension states and mild senile agitation...The ab- 
sence of habituation and tolerance... makes it of 
especial value. Additional properties of antihista- 
minic anti-nauseant, anti-motion sickness and hypo- 
tensive activity make buclizine [SOFTRAN]a valuable 
compound in this field. Settel, Edward, M.D. Bucli- 
zine, a New Tranquilizing Agent. J. Am. Geriatrics 
Soc. 7:67 (Jan.) 1959. 


Softran produced no undue drowsiness 
or other side effects 


In studies using buclizine [SOFTRAN] for patients 
with anxiety associated with infertility SOFTRAN was 
found to be an effective tranquilizer. In doses of 50 
mg. twice daily, adequate effectiveness was obtained 
without undue drowsiness or other noticeable side 
effects. Schultz, John M., M.D., Miami, Florida. (per- 
sonal communication) 


Softran is a superior tranquilizer in 
disturbed menopausal patients 


We have been using buclizine hydrochloride [SOF- 
TRAN] for six months on over 200 patients, both ob- 
stetrical and gynecological. We have found it to be a 
very superior tranquilizer in those patients who are 
at the menopause age and require adjuvant therapy 
to ordinary hormone replacement... It has been uni- 
versally well tolerated...We can unhesitatingly 
recommend it for use in such cases. Rutherford, R. 
N., M.D. For the “‘Tranquil’’ Menopause. (Editorial) 
West J. Surg. 66:312, (Sept.-Oct.) 1958. 





from clinical 

and experimenta! 
studies with 
Softran 


Softran often reduces hypertension 


Itis particularly noteworthy that systolic blood pres- 
Sure is often reduced in patients with essential 
hypertension. Diminution of psychic stress factors is 
apparently responsible for this hypotensive effect. 
Settel, Edward, M.D. Buclizine, a New Tranquilizing 
Agent. J. Am. Geriatrics Soc. 7:67 (Jan.) 1959. 


Softran relieved anxiety symptoms associated 
with infertility 
Buclizine [SOFTRAN] and placebo were employed in 
a double blind study conducted with patients having 
anxiety symptoms associated with infertility. Marked 
tranquilizing properties were observed with the 
buclizine-containing preparation [SOFTRAN]... The 
Product was well tolerated; side effects, such as 
iness, were minimal. Olson, H. J., M.D., Peter- 
Son, J. E., Ph.D., and Tyler, E.T., M.D. The use of 
Tranquilizing Agents in Infertility. Obst. & Gyn. 
(accepted for publication) 
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Yours Truly 


Sc. 76: 17-408, September 30, 1958.) dedicated to 
kanamycin, mentioned this finding. Wright, on page 
159 of that volume, mentioned “circumoral numb- 
ness”’ appearing after the use of kanamycin. Dono- 
mae, on page 180, in his chart also noted “numbness.” 
He further wrote that this symptom was more likely 
to occur when amounts of the agent greater than 6 
Gm. per week were given. Moreover, in the same 
volume, Finegold, on page 338, mentioned ‘“‘pares- 
thesia.”” He wrote that in case 18 there had been 
noted ‘numbness and tingling” of the lower extrem- 
ity. 

In addition, Finland, in his summary on page 
397, mentioned “paresthesia” on the 11th line in 
paragraph 1. Further, on page 402, he mentioned 
“paresthesia” on the 16th line in paragraph 2. 

We note Dr. Bunn’s statement that lesser amounts 
of the agent than recommended by us can cause 
depression of the eighth cranial nerve. We had men- 
tioned that such depression was more likely after a 
total intake of 50 Gm., and we note that Dr. Bunn 
feels that after 20 Gm. of the agent the same sequel 
may occur. 

In the literature there are, of course, other toxic 
effects noted by others which have not been entirely 
corroborated by our personal experience and, hence, 
were not mentioned in our paper. This would include 
the visual toxicity noted by Finegold, and the nausea 
and vomiting after the intramuscular administration 
of kanamycin noted by Davies and Sainz, as well as 
the synergistic respiratory toxicity noted by Finland. 
Finally, neutropenia has been noted in patients re- 
ceiving kanamycin. 

WILLIAM J. MARTIN, M.D. 
ALEXANDER SCHIRGER, M.D. 
Mayo Clinic 
Rochester, Minn. 


Looking for Successor 


Dear Sirs: 

My husband, Dr. Allen K. McGrath, who is an 
Academy member, suffered a severe C.V.A. recently, 
and will not be returning to practice. He has been a 
physician and surgeon here in Sonoma for 35 years, 
and we are looking for a general practitioner to take 
over his office. 
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Patients awake—without 


Lotusate is new to many patients who 


fifteen to thirty minutes Lotusate 


ed that the problem of insomnia might be solv 
to eight hours. 


How greatly the parents are distressed by the disorder 
sleep, caused by stimuli that are “threats” of one 


is usually a good gauge of its severity. 


is a basic state of life has been advanced. Wakefulness 


An early theory of the cause of sleep was that of “fatigue toxins.” These were supposed to 


accumulate in tissues and be excreted during the night. This theory has never been proved 


or disproved. 
Infantile insomnia, a problem in children from six months to three years of age, usually has 


able, sound sleep that relieves the discomfort of hospital patients. Prescribe it for elderly 


patients, or for any patients who must have sleep. In 


induces sleep that lasts a natural span of six 


Lotusate available as Caplets of 120 mg. (2 grains) for insomnia. 
Lotusate (brand of talbutal [5-ally!-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off. 


Prescribe Lotusatee new intermediate-acting barbiturate, to induce the depend- 


lethargy—refreshed. In slender purple Caplets,® 


is termed as a temporary disturbance of 
want a different “sleeping pill.” 


kind or another, or by stress. It is believ 


in it an element of separation ‘anxiety. 
by further study of this concept. 


A concept that sleep, not wakefulness, 


Sleepers 








Yours Truly 


We have a well-equipped office, including x-ray, on 
the main street of the town. While our city popula- 
tion is about 3,000, we draw from the entire Valley of 
the Moon area, with a population of 23,500. There 
are 12 physicians in the area—one surgeon, a radiolo- 
gist and a pathologist, as well as a new 34-bed hos- 
pital. 

Our climate is ideal, and the beauty of this valley 
well known. Our schools are excellent, good housing 
is available and this should be an excellent oppor- 
tunity for an enterprising and energetic general 
practitioner seeking a location. 

We own the property and the equipment, and shall 
be glad to consider any reasonable arrangement in 
order to get the doctor started. 

The valley needs and can well support this prac- 
tice, and, in addition, it will be a great relief and 
solace to my husband to know that his practice is 
being cared for. 

Any one who is interested may contact me at the 
address below. Meanwhile, please accept our thanks 
and appreciation for anything you can do. 

Mrs. ALLEN K. McGRATH 
651 Broadway 
Sonoma, Calif. 


Meet Dr. Kirby 


Dear Sirs: 

I would like all your readers to know about my 
family doctor, Dr. Edwin G. Kirby (AAGP member) 
of West Los Angeles and formerly from La Grande, 
Ore. He delivered my first baby five days ago, after 
calling me at least a half dozen times the two days 
previous to let me know where he would be at all 
times. He is always concerned about his patients, 
never refusing an office phone call, a request for a 
home call or any new patient. He works very hard 
five days a week seeing an average of 30 patients a 
day. 

As his former office nurse, I know how he worries 
about his patients. I think he would make a wonder- 
ful candidate for general practitioner of the year. 

Please publish this letter to let him know how 
much we thank him. 

Mrs. EpGar W. WILLIAMS 
Los Angeles, Calif. 
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Query from ARAMCO 


Dear Sirs: 

We have been requested by our medical director, 
Dr. Robert C. Page, to contact you for information 
concerning your organization. 

As you are perhaps aware, the Arabian American 
0il Company maintains large installations in the 
Kingdom of Saudi Arabia. In conjunction with our 
activities there, our medical department includes 
more than 50 physicians and a main hospital of some 
260 beds. 

Dr. Page notes that through the activities of your 
Academy, many hospitals have set up a Section on 
General Practice in outpatient clinics and hospital 
wards. 

We would appreciate knowing the extent of pro- 
fessional service offered in this practice and of the 
various interrelationships between specialty services 
and the general practice service. 

We would appreciate knowing whether or not the 
physicians assigned to the general practice section 
are permitted to do surgery, obstetrics, etc., and if 
so, what are their limitations? In relationship to 
medicine, how far does the general practitioner carry 
the patient before consultation with the internist or 
transfer of the patient to the specialist’s care? 

Any information which you can provide on this 
subject will be sincerely appreciated since we are 
considering the possibility of instituting a general 
practice section in our medical organization in Saudi 
Arabia. 

FRANK BORN, M.D. 
Arabian American Oil Company 
New York, N. Y. 


Observations from R.N. 
Dear Sirs: 

I feel extremely pleased and fortunate to have had 
the opportunity to attend the American Academy of 
General Practice Assembly in San Francisco. It was 
most interesting to observe the various committees 
working together to pursue a program which empha- 
Sizes further educational development and seletted 
training for the general practitioner. 
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New somnifacient brings sleep —without lethargy 


An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 
lotus!). Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


this incantation, borrowed from Brahmanized ritual, can help. 


Hospital patients, elderly patients, any patients sleep when you give them Lotusate, the 
new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 


minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 
Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring. 


U)itnep 


Mew York 16, OY. 


Lotusate (brand of talbutal [5-ally!-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off, 
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Her fashion may be impeccable, but her brittle, 
ridged fingernails may suggest incipient iron 
deficiency anemia... and a therapeutic course of 
one of the Lederle hematinics. The advantages of 
these formulations in any type or phase of 
treatable anemias—marginal, mild, or severe— 
include (1) less g.i. distress and greater efficiency 
of the new form of iron, ferrous fumarate; 

(2) the unique action of AUTRINIC Intrinsic 
Factor Concentrate, permitting 

consistently higher B,, uptake. 


Three formulas permit dosage flexibility 


Each capsule contains: PRONEMIA FALVIN PERIHEMIN 
1 DAILY 2 DAILY 3 DAILY 
Vitamin Biz with AUTRINIC® 2 U.S.P. 1U.S.P. 2/3 U.S.P. 
Intrinsic Factor Concentrate Oral Units Oral Unit Oral Unit 
Ferrous Fumarate 350 mg. 271 mg. 168 mg. 
Iron (as Fumarate) 115 mg. 90 mg. 55 mg. 
Ascorbic Acid (C) 150 mg. 75 mg. 50 mg. 
Folic Acid 2 mg. 1 mg. 0.67 mg. 


Who? 
Me? 


Anemic? 


All three contain Autrinic 


RONEMIA 


Hematinic Lederie 


FALVIN™ PERIHEMIN 


Hematinic Lederie Hematinic Lederle 


LEDERLE LABORATORIES, 
a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 





Yours Truly 


Through compiled reports which were circulated 
and meetings I was able to attend, it was evident 
that the ambitions of the Academy, through such 
extreme interest, enthusiasm, and comprehensive 
research, will certainly result in the maintaining of 
valuable insight for the physician, in meeting the 
advancing trends today. 

The San Francisco Assembly was the first oppor- 
tunity I have had to observe an established group of 
physicians working together in such magnitude. It 
was most interesting to watch the different groups in 
action, coping intelligently and effectively with vari- 
ous problems and decisions. 

As a nurse, I found the scientific meetings and 
exhibits most beneficial as I was able to bring many 
new ideas home. I thought the lectures were very 
interesting and the selection of topics excellent. 

The administrative staff and members of the 
Academy of General Practice are to be commended 
for such a dynamic presentation. 

ANN ENTWISLE, R.N. 
Wilmington, Del. 
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Pfizer and the FTC 


THE JUNE ISSUE of GP commented editorially on 
pharmaceutical advertising. Special attention 
was called to an ad that displayed the calling 
cards of physicians in different communities. The 
Saturday Review, a magazine that does not often 
try to mimic the sneak-and-peek publications, 
had earlier announced that it had investigated 
the matter and found that these physicians exist- 
ed only in the mind of an advertising copywriter. 
This came as news to absolutely no one acquaint- 
ed with the rigid rules of ethical product adver- 
tising. As GP pointed out, the ad symbolized 
acceptance of an established product; the cards 
Were not intended as an implied endorsement. 
Ethical houses simply don’t risk their reputation 
by adopting proprietary advertising techniques. 
Nevertheless, the Saturday Review climbed out on 
the roof and bared its “findings’’ for the edifica- 
tion of all readers. It made good copy and good 
copy sells many magazines. 

Now the Federal Trade Commission wants to 
get in the act. Pursuant to this objective, it has 
accused Chas. Pfizer & Company of falsely ad- 
vertising an antibiotic preparation. Since the 
memory of man runneth not to the contrary, the 
FTC has functioned as the patron saint of the 
consumer, always keeping a watchful eye on 
advertising claims. But now, for the first time, 
this agency wants to lower the boom on advertis- 
ing directed exclusively to physicians. The FTC 
has never before invaded this domain. A test 
case is apparently in the cards. 

_Does the FTC have proper jurisdiction? Sec- 
tion 15 (a) (1) of the FTC Act states that “no 
advertisement of a drug shall be deemed to be 
false if it is disseminated only to members of the 
medical profession, contains no false representa- 
tion of material fact, and includes, or is accom- 
panied in each instance by truthful disclosure of, 
the formula showing quantitatively each in- 
Sredient of such drug.” 
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Editorials 











Even the ranks of the FTC are split. In order 
to emerge victorious, the commission will have 
to show “false representation of material fact.” 
We suspect this may be rather difficult. 

We’re not taking sides but we are of the opinion 
that the FTC could utilize its budget to better 
advantage. Every time we’re exposed to televi- 
sion’s monocular programming, we’re appalled 
by the claims made for over-the-counter drugs. 
These same wi'd statements are often echoed in 
newspapers and magazines. If the FTC finds itself 
in dire need of a dedicated cause, we submit that 
this is a far more fertile field. This is not to say 
that any group deserves automatic immunity— 
but why not first things first? 


More and More Mail 


EVERY YEAR, Drug Trade News tells us how much 
direct mail advertising doctors receive—and 
every year it’s more. The facts and figures are 
gathered by Clark-O’Neill, a New York mailing 
firm. 

The current tabulation shows that during a 
recent 12-month period, a general practitioner 
received 4,970 pieces of direct mail advertising 
and that 89 per cent of this deluge came from 
pharmaceutical manufacturers. That divides out 
to 19 pieces of direct mail per working day. 

Approximately 40 per cent of this mail came 
from ten manufacturers. Twenty or more mail- 
ings were made on 51 products and at least eight 
mailings were made on 180 products. Any way 
you add it up, it’s a lot of mail. 

We don’t necessarily contend that this is too 
much of a good thing. In fact, we don’t have an 
established editorial reaction. But every time we 
run a short editorial, reporting these results, we 
get an avalanche of letters. Some of these are 
very amusing and we like a few chuckles as well 
as anyone. 

Se, there are the results and our mail depart- 
ment’s been warned. Let’s go. 
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Editorials 


Try the Back Door 


FOR YEARS (more than we remember), Congress 
has tried to drag doctors into the social security 
web. Both the Academy and the AMA have con- 
sistently opposed compulsory coverage (recog- 
nizing that there’s no such thing, practically 
speaking, as “voluntary” coverage). The argu- 
ments, for and against participation, have been 
tenaciously supported by a variety of “polls” 
and “surveys,” most of them totally meaning- 
less. A reliable survey, like a reliable diagnosis, 
precludes the efforts of amateurs. 

Be that as it may, physicians have managed to 
stay out of the arena. They’ve dodged a dozen 
darts, in the form of various legislative proposals. 
Now comes a new gimmick. 

HR 7295, introduced by Representative Wall- 
hauser (R-N.J.), would force OASI coverage on 
all self-employed physicians but would extend, 
to doctors in practice on the day the law becomes 
effective, the option to withdraw. This is pretty 
sneaky. In effect, it says, ““OK, doctor, you don’t 
like our social security plan so let’s bargain. We’ll 
let you off the hook if you'll go along with our 
scheme to ensnare tomorrow’s doctor.” 

We deplore this kind of legislative shenanigans. 
Essentially, it involves a “payoff” and an effort 
to capitalize on an admittedly egocentric human 
nature. But the bill does provide an opportunity 
for conscientious doctors to point out that they 
aren’t trying to squirm out individually. 

If the physician in active practice today wants 
to plan his own retirement income program, he 
should be free to do so. If he has any obligation, 
it’s simply to see that his son has the same privi- 
lege. Representative Wallhauser’s plan to “buy 
off” the opposition should strike several sour 
notes. 

This kind of tomfoolery has characterized the 
OASI program. The contributions participants 
make today can’t possibly pay for the benefits 
they will be entitled to tomorrow. Consequently, 
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the thinking has always been that it’s moral and 
proper to keep unloading the burden on future 
generations. It’s sort of a “sign-up-now, let-your- 


_ children-pay-later’’ plan. 


If for no other reason (and there are other good 
reasons) physicians should want no part of this 
arrangement. 


The Simple Truth 


EVERYONE WHO ATTENDED the AMA’s Atlantic 
City meeting heard a variety of speakers discuss 
a variety of topics. But one plea, uttered by Dr. 
Stanhope Bayne-Jones, winner of the 1959 Pas- 
sano Foundation Award, bids for immortality. 

Discussing computers and other contributions 
to technologic progress, Dr. Bayne-Jones said 
that heart beats have been radioed from Waikiki 
Beach to San Francisco. He added that from a 
plane over Maxwell Air Force Base, a televised 
electrocardiogram was sent down to “terrestrial 
technicians” who spotted an anterior coronary 
artery occlusion. 

“My warning,” Dr. Bayne-Jones concluded, 
“is simply to urge being on guard lest compassion 
be replaced by computers.” 


Staphylococci in the Nose 


IN LINE with the prevailing keen interest in hos- 
pital staphylococcal infections, Weinstein has 
studied the relationship of the nasal-carrier state 
in patients and hospital personnel to the preva- 
lence of postoperative complications. Although 
this admittedly is only one segment of a complex 
problem, Weinstein’s reports, published in the 
New England Journal of Medicine for June 25, 
1959, suggest that it is an important one. 

The author’s studies were conducted in a 
tuberculosis sanatarium where, as might be ex- 
pected, the majority of surgical procedures were 
on an elective basis. Cultures of the nose and 
throat were obtained as soon as possible in all 
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cases in which it had been decided that a surgical 
operation was to be performed. When nose cul- 
tures were positive for coagulase-positive Staphy- 
lococcus aureus, the patients were treated by 
topical application to the anterior nares of baci- 
tracin ointment, U.S.P., three times a day—an 
ointment containing 500 units of bacitracin and 
5 mg. of neomycin per gr. of petrolatum base. 
That treatment was continued for four or five 
days after the surgical operation. 

There were 125 patients in the study. In about 
one-third of the cases (34 per cent), a hemolytic, 
coagulase-positive Staphylococcus aureus was iso- 
lated from the nose cultures. In the remaining 
cases, cultures were negative for that organism. 
There was a remarkable difference between the 
two groups in the incidence of postoperative 
complications, especially infected complications, 
as shown in the diagram at the right. 

When consideration of the incidence of compli- 
cations was restricted to those patients who un- 
derwent chest surgery (101 cases) there was an 
even stronger contrast between the two groups 
with reference to the incidence of total complica- 
tions and infected complications. 

Approaching the problem from another point 
of view, Weinstein considered whether the gen- 
eral condition of the patient before surgery in- 
creased the likelihood of postoperative infected 
complications. Here again it was evident that the 
presence of Staphylococcus aureus in nose cul- 
tures had a strikingly deleterious effect upon the 
risk of surgery. 

When the author assayed the influence of topi- 
tal application of bacitracin ointment to the an- 
terior nares of patients with positive nose cul- 
tures, he gained the immediate impression that 
the treatment had no effect upon the likelihood of 
postoperative complications. However, on a clos- 
et look at the data, there was a suggestion that 
the topical therapy reduced the incidence of in- 
fected complications. Certainly, the suggestion 
Was strong enough, even though the number of 
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cases was small, to warrant further study of this 
aspect of the staphylococcus problem. 

Weinstein’s total experience in this investiga- 
tion led to the conclusion that the nasal-carrier 
state for staphylococci definitely increases the 
risk of surgery. There was justification for the 
conclusion that such a nasal state is a relative 
contraindication to elective surgery. 

In a parallel investigation of the problem of 
the nasal-carrier state of patients, Weinstein 
studied the prevalence of that state among all 
surgical ward personnel—physicians, nurses, or- 
derlies, janitors, maids and others. There was in 
fact a rather high incidence of the carrier state. 
Again, using the topical application of bacitracin 
ointment, the author found that the carrier rate 
could be significantly reduced. 

It is evident that the presence of nasal patho- 
genic staphylococci in patients and hospital per- 
sonnel is only one element in the total problem 
of hospital staphylococcal infections. Still, these 
investigations and similar ones by other authors 
afford one satisfactory approach to the control of 
such infections. Moreover, it may be anticipated 
that the application of Weinstein’s methods in 
other hospitals will yield a dividend similar to the 
one he found in the course of his own studies—an 
increased interest on the part of all hospital per- 
sonnel in the staphylococcal problem. Such in- 
terest seems to lead automatically to the develop- 
ment of collateral methods or reduction of the 
staphylococcus danger. 
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Eczematous hand dermatitis 

is a complicated disorder and difficult to treat. 
Systemic corticosteroids provide immediate 
symptomatic relief and relieve serious 

economic disability. This relief lasts only as long 
as the corticosteroid therapy. At times, 

topical corticosteroids may be effective during 

the remission phase. When a brief period 

of remission has been offered, studies should 
diiempt to develop a preventive program. 


ONE of the many important difficulties which 
confronts the young housewife today is the dread- 
ed development of a chronic dermatitis of the 
hands. Sullivan and Farber call “eczema of the 
hands one of the most bewildering diagnostic 
problems for the physician.”’ Jambor and Suskind 
have called this dermatitis of the hands an im- 
portant medical, social and economic problem. 
With the responsibility of establishing her home, 
having a new baby and usually no help, this 
young wife now has this added complication of 
asevere dermatitis of the hands. 

Unfortunately, the housewife is not the only 
one who has this difficulty so common in derma- 
tologic practice today. However, her dermatitis 
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of the hands has been dramatized more than that 
of the workman, the business man, the nervous 
child, ete. 

There is suspicion among dermatologists that 
these eczematous dermatitides of the hands are 
becoming even more common. Yet, these reactions 
have always been found in dermatologic practice, 
perhaps not in the degree of frequency in which 
they are found today. 

There have been many detailed studies of this 
vexing problem, summarized in 1948 by Sulz- 
berger and Baer, the most recent one by Sullivan 
and Farber. It is of interest, then, to review, in a 
general way, our own experiences of therapy 
with oral and topical corticosteroids. 


Some Clinical Types 
of Blistery Hand Lesions 


The background of chronic eczematous derma- 
titis of the hands is often a group of complicated 
factors, both external and internal. For the prac- 
titioner, the general basic groups include the fol- 
lowing: 

1. A type of reaction characterized by nonin- 
flammatory vesicles or primary lesions—dyshi- 
drosis or ids. 

2. Pure contact eczematous dermatitis. 

3. Primary irritation from strong substances 
producing, among other lesions, vesicles. 
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4. Primary infection associated with bacterial 
and/or fungal allergy. 

5. Grouped papulovesicular lesions, so-called 
nummular dermatitis. 

6. Mixtures of any and all of these. 


Difficulties of Inspection Diagnosis 


Many dermatologists also believe that simple 
inspection of the hand dermatitis, especially in 
its chronic phase, makes it impossible to even 
guess at an etiologic diagnosis. All these types 
of chronic eczematous dermatitis may look alike, 
especially if one sees the dermatitis after some 
period of time or after therapy. 

The contact dermatitis with its diffuse redness 
and edema and its vesicles is indeed easy to rec- 
ognize as such if seen at that stage. However, in 
spite of striking diagrams to the contrary, chronic 
contact dermatitis, especially in localized areas, 
is difficult to recognize as such unless there is de- 
tailed correlation with the work and any peculi- 
arities of the local pattern of the hand and proof 
by skin tests and usage. 

Fungous infections, except for the Trichophy- 
ton rubrum variety, are indeed very difficult to 
recognize. The moccasin pattern of this fungous 
disorder, the dry thickened scaling palms, and the 
distorted nails are distinctive patterns. Here the 
absence of blisters, except during acute exacerba- 
tion, takes it out of the realm of the eezematous 
type. The recent therapeutic test with oral Grise- 
ofulvin has been proving helpful also. 

So we are left with a huge group of reactions 
called variously (according to the prejudices of 
the observer) dyshidrosis, nummular eczema, 
exudative neurodermatitis, and when infected 
and complicated with varying degrees of a sensi- 
tivity reaction to the infection per se, infectious 
eczematous dermatitis. We prefer this term to 
the confusing phrase, infectious eczematoid der- 
matitis. 


86 





FIGURE 1. Rare fungous infection. 





FIGURE 2. Psoriasis. 





FIGURE 38. Atopic dermatitis. 
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Hand Immersion Studies 


In an effort to critically study the important 
role of soap and detergents in this complicated 
picture, a unique investigative study has been set 
up in University of Cincinnati’s department of 
dermatology. This study is under the direction 
of Dr. Raymond Suskind. In brief, the study 
includes the controlled observation of hands of 
inpatients immersed in varying concentrations 
and varying temperatures of soaps and deter- 
gents. The solutions are well controlled as to type, 
temperature, pH, etc. The studies include pa- 
tients with and without hand dermatitis. At least 
from these investigative studies on hand immer- 
sion, the soap solutions used did not aggravate 
the hand dermatitis. These experiments are con- 
timuing with a study of other factors involved. 
These studies of the dermatitis of hands of inpa- 
tients are tedious, expensive, but necessary. The 
detailed work-up of these patients as prerequisite 
for their subsequent hand immersions has con- 
tributed greatly to the differential diagnosis and 
has shown again the multiple factors involved. 
Anumber of cases of our series were studied also 
in this detailed investigative group. 


Appreciating the Complex Background 


The real problem for the general practitioner, 
usually the physician to see the patient, is to 
appreciate the complexity of the reaction. He 
should recognize that these phases of hand der- 
matitis characterized early by vesicles, later by 
scaling and chronicity, may be a number of dif- 
ferent things and usually not fungous infections 
ashe labels them so often. He must recognize also 
that these annoying reactions do persist, they are 
apt to recur, and that they often become part of 
the body reactions as a whole, even though they 
may begin as external dermatitis. 

The systemic mechanisms may include vaso- 
motor (listurbances related or not related to emo- 
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FIGURE 4. Ichthyosis. 





FIGURE 5. So-called nummular dermatitis. 





FIGURE 6. Secondary pyogenic infection of eczematous der- 
matitis. 
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tional tensions and disturbances, disturbances of 
environmental heat regulation and internal heat 
regulation mechanisms. They may include added 
irritations and sensitizations from household work 
and job work. The course of the dermatitis is 
long, their discomfort often severe, and they may 
even be complicated by secondary infections of 
varying degrees of intensity, and with one of the 
resistant and ever-present staphylococci. These 
organisms do find a good media in this chronic 
eczematous hand dermatitis, especially in the 
family group. So, overwhelmed with all this, the 
practitioner is forced to give the patient relief 
with essentially symptomatic treatment. The 
most effective treatment, and it must be empha- 
sized strongly that it is only symptomatic treat- 
ment, is the use of corticosteroids. 


An Analysis of 146 Cases 


In a recent series of 146 cases of hand derma- 
titis observed in practice and treated with corti- 
costeroids, the analysis of these cases gave dis- 
couraging results. There were: 

1. Eight cases of hand dermatitis with a back- 
ground of inherited allergy of the skin, so-called 
atopic dermatitis. 

2. Fourteen cases of proved contact eczema- 
tous dermatitis (of the whole series). 

3. Sixty-eight cases of history of hypersensi- 
tivity reaction in other areas but no atopic der- 
matitis. 

4. Fifty-six cases of unclassifiable eczematous 
dermatitis. 

All cases in the series had cultures for bacteria 
and fungi. One-third of the cases had patch test- 
ing done either for the common sensitizers found 
in housework or the job, or suspected contactants; 
yet, only 14 cases were proved. Again, the large 
group of so-called idiopathic eczematous derma- 
titis remains to defy analyses in routine office 
practice. It is this type of case who deserves 
additional detailed study as an inpatient on a hos- 
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FIGURE 7. Eczematous dermatitis—etiology undetermined, 
with secondary infection subsiding with lymphangitis recur- 
rent every two to three weeks for months. 


FIGURE 8.“ Warts” on back of hand following one episode of 
cutting oil dermatitis. 


FIGURE 9. Hyperhidrosis and dyshidrosis. 
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pital service both interested in and equipped to 
take care of chronic hand dermatitis. 


Systemic Corticosteroid Therapy 


Systemic corticosteroid therapy was used in 
129 cases of this group of 146 patients. The ther- 
apy until recent months was initiated usually 
with the metisteroids, such as Meticorten and 
Meticortelone. In the past five months oral dexa- 
methasone has been used. The average dose of 
dexamethasone (Deronil or Decadron) at the 
present time is 2.25 mg. per day (0.75 mg. t.i.d.), 
for three days and then half that dosage t.i.d. 
The dosage schedule is then individualized for 
each patient. 

As always, the goal of corticosteroid therapy is 
to find, as quickly as possible, the minimal effee- 
tivedaily dose. One hundred twenty-nine cases of 
this series received oral corticosteroid therapy, 
with 96 depending completely on this therapy, 
s-ealled “corticosteroid dependence.” Twenty 
improved after cessation of the corticosteroids, 
the rest did not improve. In our experience this 
eezematous hand condition is frequently too 
severe when first seen to show any significant 
amount of improvement with topical corticoster- 
oids. Therefore, we begin therapy with systemic 
corticosteroids and later try to use the topical 
corticosteroids as a part of the so-called mainte- 
} regimen. We would classify the therapy of 
ezematous hand dermatitis as elective systemic 
corticosteroid therapy, not as obligatory therapy. 
In these patients who are not ill but who are un- 
comfortable and often disabled severely econom- 
ieally and emotionally, we have seen few adverse 
factions. Corticosteroid therapy does provide 

Mmporary effective relief. 

_As indicated, the complications of corticoster- 
therapy in this series were not too frequent. 
nt!y the use of dexamethasone has produced 
such reactions as stimulated appetite, epigastric 
bloatinz, edema and insomnia. The insomnia and 
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FIGURE 10. First recurrence of eczematous dermatitis after 
14 years; etiology unknown. 





FIGURE 11. Shoe worker—sensitive to rubber cement —derma- 
titis persistent years after stopping work. 





FIGURE 12. Contact dermatitis to nickel. 
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restlessness were corrected to some extent by the 
use of perphenazine (Trilafon) given especially 
with the evening dose. Because of the emotional 
background of many of these cases, we now use 
routinely perphenazine (Trilafon), 4 mg. b.i.d., 
as part of the program, and occasionally the com- 
bined tranquilizer-steroid tablet in maintenance 
programs. The systemic corticosteroid often does 
not prevent the appearance of the distinct allergic 
or id-reaction unless the dosage is high. 

We have mentioned the systemic therapy first 
because we believe that for the idiopathic type of 
eczematous hand dermatitis, corticosteroid is the 
most important part of the initial therapy pro- 
gram. Improvement is usually correlated easily 
with systemic corticosteroid therapy and exacer- 
bation is correlated usually with the discontinu- 
ance of such therapy. Very few of the patients in 
this series were able to be without corticosteroids 
for any appreciable length of time during the 
active phases of their condition. There were only 
26 patients of the entire series who had complete 
remission for as long as two weeks after cortico- 
steroid therapy. In the majority of patients, ex- 
acerbation developed within two days to one week 
after the discontinuance of therapy, even with 
carefully prepared withdrawal programs of dosage 
fractions such as quarter of tablets t.i.d., b.i.d. 
and then q.d. 

Without proof, we believe that the persistent 
corticosteroid therapy may serve to prevent the 
development of spontaneous resistance or “‘hard- 
ening” of these patients to their dermatitis. Since 
we do not know what causes the idiopathic form, 
it is difficult to try to determine the effect of the 
corticosteroid on immune mechanisms. This is an 
important research problem for the future. 


Topical Corticosteroids 


Topical corticosteroid therapy is of some help, 
especially as the dermatitis continues to improve. 
This form of therapy enables us to considerably 
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FIGURE 13. Woman, 80 years old—dermatitis, two weeks’ 
duration—first episode. 





FIGURE 14. Same patient after five days’ dexamethasone. 





FIGURE 15. Eczematous dermatitis—flaring three days after 
dexamethasone therapy stopped. 
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reduce the dosage of oral corticosteroids. There- expensive topical corticosteroids than patients in 
fore, topical corticosteroids have value in the practice, if the patients in the investigative series 
maintenance regimen. We believe, also, that be- were not required to buy these expensive medi- 
cause the patients with these hand dermatitides cations. 
are exposed to so many different factors in the 
environment, the topical corticosteroid therapy . 
MMA be combined either with antibiotics, such “#empts at Prevention 
asneomycin, or chemotherapeutic agents such as The patients must not be forgotten when they 
Sterosan, Vioform, Quinolor, red sulphide of mer- are in a stage of remission. Now, there is an op- 
cury, or copper sulfate mixtures. Our experience portunity to attempt to develop a prevention 
with Vioform-steroid combinations was limited program. The prevention program may include 
because of inadequate supplies. As yet we have such environmental control measures as the use 
had no instance of neomycin sensitivity in this of gloves at home. We prefer removable cotton 
entire series. However, we have seen this eczema- gloves rather than lined rubber gloves to permit 
tous type of hypersensitivity even with the use easier cleansing inside of gloves. There should be 
of combinations of corticosteroid plus neomycin. avoidance even with the gloved hands of immer- 
The chemotherapeutic agents are more effective sion in very hot solutions. The housewife, for 
as part of the phase just after initial improve- example, should wait until the temperature of the 
ment. It is important that if there is any irrita- soap washing solution is reduced. The use of Ste- 
tion from these mixtures, either through the grease rosan cream or Metiderm cream as hand protec- 
vehicle or the specific agents, this therapy should tors is recommended. The awareness of the pa- 
ediscontinued immediately. These patients with tient of the emotional background for this hand 
chronic hand dermatitis in investigative studies dermatitis is also of considerable importance in 
were more apt to be faithful in the use of these this phase. 





Old People Less Interested in Free Examinations 


OLD PEOPLE are less interested in free health examinations than those in any other 
age group, a recent study indicates. 

In interviews conducted by the National Health Survey, people were offered free 
health examinations, then reinterviewed later to determine why they accepted or 
refused. 

Those who refused, the study showed, were relatively well satisfied with their 
health and had little desire to see a doctor. From their reading, television and radio 
habits, they seemed disinterested in health matters. 

These same people also had less faith in doctors, tended to diagnose their own 
complaints and generally had higher incomes than those who agreed to take the 
examinations. 

The study inferred that the indifferent attitude of those in the high socioeconomic 
class reflects a lack of interest in any health service not offered by a personal physician. 
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The Psychology of Hypnos 


WILLIAM T. HERON, Pu.p. 


Department of Psychology, University of Minnesota 
Minneapolis, Minnesota 


Hypnosis is a tool that possesses many uses. 
Mentally, hypnosis is an attitude or mood, 
uncritical and unanalytic, involving a high level 
of receptivity. The hypnotist is a teacher 

who sets goals, motivates and guides. 

Many so-called “‘hypnotic phenomena” 

are not so dramatic as they appear. 

Hypnosis cannot conquer all the frailties 

and foibles of the human race. 


IN A BURST of generosity vaguely prophetic of 
mid-twentieth century behavior, the Congress of 
the United States in 1854 passed a bill awarding 
$100,000 to the discoverer of practical anesthesia. 
Congress had in mind ether (first used as a 
general surgical anesthetic in 1842). When the 
announcement of this prize was made, Dr. James 
Esdaile wrote an indignant protest. He did not 
claim the reward, but pointed out that he and 
others had performed painless surgery many 
years before the use of chemical anesthetics. 
Dr. Esdaile was a British physician who, after 
being graduated from the University of Edin- 
burgh in 1830, obtained an appointment with the 
East India Company. During his practice in 
India he experimented with hypnotic anesthesia 
(hypnotism was then known as mesmerism) and 
had significant success. His work was investl- 
gated by a group composed mostly of medical 
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men who returned a highly favorable report. As a 
result, Dr. Esdaile was given charge of a small 
hospital in Calcutta. 

Before leaving India in 1851 (because he dis- 
liked its climate), Dr. Esdaile performed thou- 
sands of minor, and about 300 major, operations 
with hypnotic anesthesia. Among the latter were 
19 amputations, but by far the greatest number 
were for the removal of the enormous scrotal 
tumors so common in India at that time. 

Dr. Esdaile did his work geographically re- 
moved from the ferment of charges and counter- 
charges, speculations and a few experiments, 
which had been initiated by the work of Mesmer 
in the eighteenth century. Although the modern 
era of hypnosis dates from Mesmer, historians 
know that hypnosis, under various labels, had 
been used for thousands of years previous to the 
time of this Viennese physician. We also know 
that interest in hypnosis has waxed and waned 
several times in medical history. Today another 
dormant period is passing. Many medical men 
are again considering the potentialities of this 
technique. 

The present renaissance of medical interest in 
hypnosis is not fortuitous. It arises naturally out 
of the advancing knowledge of psychosomatic 
medicine and the increasing appreciation of the 
importance of psychologic factors in the main- 
tenance of health. Physicians of today recognize 
the truth inherent in a statement made by John 
Hunter, the famous English physician and sur- 
geon, about 150 years ago: “I am at the mercy of 
any rascal who causes me to lose my temper.” 
Hunter died at age 65, soon after making the 
above statement. He allowed himself to engage 
8 an acrimonious discussion concerning the 
Management of St. George’s Hospital, and died 
while giving an angry reply to one of his fellow 

members. . 

The general practitioner probably has greater 
reason to be aware of the psychologic factors in 
disease than most other physicians. He is the 
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practitioner who usually has the first, and often 
continuing, contact with patients who exhibit 
psychosomatic and functional difficulties. He is 
also the practitioner who has great cause to 
realize the tremendous influence of the patient’s 
morale upon the course of a disease. Consequent- 
ly, although Dr. Esdaile’s work with hypnotic 
anesthesia has been mentioned as an historic 
example, today’s medical hypnotist knows that 
hypnosis is a tool which possesses many other 
uses than for the production of analgesia. In fact, 
the latter is one of its very minor uses. Rather, 
hypnosis is a method whereby the physician can 
gain some control over the psychologic factors 
underlying health and disease. 


Uses of Hypnosis 


The resurgence of interest in hypnosis (occur- 
ring in several other fields as well as medicine) is 
following three main lines. One, there is the use of 
hypnosis as a tool in therapy. This may take the 
form of symptomatic treatment which is all that 
can, under certain circumstances, be given to a 
patient. It was primarily because of the natural 
tendency to use hypnosis in this way that Freud 
rejected the technique. However, many present 
day therapists are not so averse to symptom 
removal. Ambrose and Newbold in 1958 said: 
“As a result of an extensive survey among psy- 
chiatrists and other medical practitioners using 
hypnosis, largely in the United States of America, 
it appeared that direct symptom removal was 
resorted to successfully more frequently than was 
hitherto suspected, and furthermore, with very. 
little harm, if any, to the patients.” 

Freud remained antagonistic to suggestive and 
hypnotic therapy, but in a speech in 1918 he 
admitted that it would probably be necessary to 
bring those techniques back if psychoanalysis 
were to be made economically available to a large 
number of people. This is being done today in the 
form of hypnoanalysis. 
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Hypnoanalysis is believed to speed up the 
process of psychoanalysis because it is thought 
that unconscious resistances are less in the 
hypnotic state and are more readily overcome. 
Some workers also hold that hypnosis is useful in 
diagnosis. It is felt that the hypnotized patient 
can be probed more deeply because his resistances 
are less than in the nonhypnotized state. 

Many case histories involving symptom re- 
moval and also deeper hypnotherapy can be 
found in the works, among others, of Ambrose 
and Newbold, Wolberg, Meares, Schneck, Rosen 
and Watkins. 

A second use of hypnosis is as a method of pre- 
venting, or at least alleviating, certain undesir- 
able conditions attendant upon some medical 
procedures and as side effects of disease. These 
undesirable conditions are usually in the nature 
of fear, tension, anxiety and loss of morale. 





The family doctor usually has the first contact with the patient 
exhibiting psychosomatic and functional difficulties. He also 
knows that the patient’s morale often affects the course of a 
disease, He thus has every good reason to be aware of psycho- 
logic factors. 
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Obstetrics is one area in this category. The 
Read technique for relaxation is generally con- 
sidered to invoke hypnosis, even though Read 
denies this. Hypnosis is used to teach the prepar- 
turient woman relaxation, and it may in some 
cases be used as an anesthetic. Hypnotic sugges- 
tions are also given to counteract the erroneous 
notions that many women have concerning 
childbirth. These notions are such that they pro- 
duce tension in the patient, and this may make 
labor more difficult. Some of the American arti- 
cles on this subject are those by Abramson and 
Heron, and by Kroger and Freed. 

The science of anesthesiology can profit from 
the use of hypnosis. It is not practical to substi- 
tute hypnotic anesthesia for chemicals except in 
a few special cases. However, as Raginsky and 
others have pointed out, there is a large psycho- 
logic element in the reaction of the patient to the 
chemicals. With proper psychologic preparation, 
the patient will develop a satisfactory level of 
anesthesia with less drug than if this preparation 
is neglected. This preanesthesia training can be in 
most patients very quickly accomplished by the 
hypnotic technique, and thus the danger from 
the use of the drug is decreased. 

There are also many medical examinations 
which may provoke tension in some patients; e.g., 
pelvic exploration, bronchoscopy and many 
others. Even taking a basal metabolism test may 
produce enough tension to obscure the results. 
Every physician is familiar with these tension- 
producing effects, and the fact that sometimes 
the tension makes the examination difficult and 
the results questionable. Of course, tension and 
anxiety can be conquered to some extent by 
various drugs. But drugs are not always the 
whole answer, and hypnosis frequently is a valu- 
able supplemental method. 

Another use of hypnosis is in the prevention 
and treatment of the “dumping syndrome” after 
a gastrectomy. Dr. Owen Wangensteen and his 
staff (Drs. Doberneck, Griffen, Papermaster and 
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Bonello) have had marked success in this field, 
and have written several reports on this use of 
hypnosis, as well as its usefulness in burn cases, 
fractures, terminal cancer and other conditions. 

Another profitable use is that of maintaining 
the morale of patients with long chronic illnesses 
so that they are more comfortable and a lessened 
burden to those who care for them. 

A complete list of successful uses of hypnosis 
for the prevention or alleviation of anxiety, ten- 
sion, pain and the loss of morale is much longer 
than that which is given above. In respect to 
prevention, it is likely that the full potentialities 
have yet to be realized. Children starting at the 
age of 5 or 6 and going on through the teens are 
usually excellent hypnotic subjects. It is possible 
that a general and skillful use of hypnosis with 
these young people would prevent many of the 
neurotic forms of behavior so prevalent in our 
culture. Education is partially concerned with 
instilling ideas into the make-up of the individual, 
to the end that the behavior of the person may be 
adapted to the culture in which he lives, and that 
the integrity of the individual may be maintained 
by the proper application of mental and physical 
hygiene. There is no quicker way of implanting 
ideas than by suggestion while the individual is in 
the hypnotic state. This need not be done in a 
domineering and authoritarian manner. On the 
contrary, the child can be given reasons for acting 
ina proper way just as effectively in the hypnotic 
as in the usual state. 

It is very likely that the busy practitioner of 
medicine will have little time for research, no 
matter how much he would like to explore new 
fields. Nevertheless, he will be interested to know 
that hypnosis can be used as a research technique. 
This is the third use of hypnosis. Here hypnosis is 
used as an experimental tool to probe the con- 
cepts which are prevalent concerning psychologic 
activity. Deep hypnosis with its possibility of 
posthypnotic amnesia is perhaps the most profit- 
able tool for experimental testing of many of the 
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The Read relaxation technique is generally considered to in- 
voke hypnosis. Suggestion can also be used to counteract 
erroneous impressions that produce tension and make labor 
more difficult. 


psychoanalytic concepts. The hypnotic demon- 
stration of how unverbalized prejudices and ideas 
can affect the behavior of the individual is reveal- 
ing and possibly frightening. The investigators 
who have worked in this area are numerous, but 
we must mention two as outstanding in their con- 
tributions. One is Milton H. Erickson, who has 
published a number of articles, some of which are 
indicated in the bibliography; and the second is 
L. F. Beck, who produced the really remarkable 
motion picture entitled Unconscious Motiva- 
tion. 

But the use of hypnosis as an experimental tool 
is not confined to psychoanalytic theory. With 
the increase of interest in psychosomatic medi- 
cine, hypnosis is being used to determine experi- 
mentally just how far so-called mental factors 
affect the physiology of the individual. 

The older work in this field has been summar- 
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ized by Gorton, and the more recent by Crasil- 
neck and Hall. Proper scientific controls are very 
difficult in this type of research, but as advances 
are made we will get a clearer understanding of 
the precise relationships involved in psycho- 
somatic and functional diseases. 

In this attenuated account of the medical uses 
of hypnosis, I have purposely omitted the more 
spectacular and dramatic benefits which some 
medical men believe may arise in the use of 
hypnosis. Some examples of what I have in mind 
are: control of hemorrhage, acceleration of the 
healing process, and physiologic changes in the 
case of age regression. This is not to deny that 
these phenomena may exist, but only because 
there are so many more conservative uses of 
hypnosis to be explored without straining the 
credulity of anyone who is at all cognizant of the 
tremendous influence of psychologic factors in 
health and disease. 


The Psychologic Power 


For the remainder of this article, rather than 
expanding upon the uses of hypnosis, I prefer to 
delineate the psychologic basis of hypnosis. When 
this is understood, the many possible uses of 
hypnosis will readily occur to the physician. 

We can get some idea of the psychologic power 
of hypnosis by considering the frame of mind of 
the patient in the hypnotic state or trance. 
Mentally, hypnosis may be described as an atti- 
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tude or mood. It is an uncritical and unanalytic 
mood. It is an attitude of high receptivity to the 
words of the hypnotist and consequently to his 
ideas. 

To paraphrase Barber, as the patient goes into 
the hypnotic trance he progressively becomes 
more and more (1) concerned only with the words 
of the physician and with those aspects of his self 
and his surroundings to which the physician 
specifically directs his (the patient’s) attention; 
(2) ready and willing to carry out the instructions 
of the physician, and (3) receptive to the belief 
that what the physician says is literally true and 
will happen, or receptive to think as the physi- 
cian wants him to think. 

Getting the patient to think as the physician 
desires is just the beginning of the patient’s edu- 
cative process. It is like learning a foreign 
language; we first start to think of what we want 
to say in our native tongue and then translate it. 
As we proceed, however, we come to speak direct- 
ly in the foreign language and drop out the inter- 
mediate translating process. Likewise, the pa- 
tient will initially think in terms of what the 
physician has said, but if the process continues 
favorably he will later accept those ideas as his 
own, and thus establish his independence from 
the physician. 

Why should the physician wish to have his 
patient accept uncritically certain ideas and thus, 
within limits, govern and change the thinking of 
his patient? The answer to this question can be 


WILLIAM T. HERON, PH.D., is a pioneer in teaching practical applica- 
tions of hypnosis to professional men. Twenty years ago, he initiated a 
course at the University of Minnesota dealing with hypnosis in its scientific 
and experimental aspects. On the basis of this experience, Dr. Heron was 
asked to give a course in the practical application of hypnosis to a group 
of dentists. A graduate of the University of Kansas, Dr. Heron received 
his doctorate degree from the University of Chicago. After three years as 
an assistant professor of psychology at Kansas, he joined the Minnesota 
faculty and is now professor of psychology. 
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simply stated, but psychologically the situation 
is very complex. 

The answer lies in the fact that if a person will 
accept an idea uncritically, and if the idea calls 
for behavior, and if the designated behavior is 
within the intrinsic and extrinsic capabilities of 
the person, then that behavior will almost in- 
evitably occur. Ideas are usually conveyed to 
others by words, although not necessarily so, and 
most people, as they manipulate ideas in their 
thinking, do so verbally. 


"Tt may not be generally recognized that human 


language is on the one hand a tremendous asset, 
and on the other a tremendous liability. It is 
through language or some similar process of 
symbolization that human beings are able to 
project themselves out of the present into the 
past or the future. Many of the psychosomatic 
and functional diseases are the indirect result of 
this process of projection. The patient feels guilty 
or experiences self-recrimination about some- 
thing which has happened or he believes to have 
happened in the past. Or he becomes afraid and 
tense as he projects himself into the future, and 
visualizes something which is going to happen, or 
he believes is likely to happen in the future. 


Ideas and Human Behavior 


Ideas are the most powerful instigators of 
human behavior, barring that which is reflex or 
thoroughly habitual. While ideas do not initiate 
reflex or habitual behavior, nevertheless ideas 
may change the latter and possibly the former. 
The way behavior is initiated by an unimpeded 
idea is well stated by James as he described get- 
ting out of bed on a cold morning in a room with- 
out a fire. The individual is in a conflict as he 
thinks to himself, “I must get up....I don’t 
want to because it is cold.”” But then James 
describes what eventually happens: “If I may 
generalize from my own experience, we more 
often than not get up without any struggle or 
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Hypnosis can help maintain the morale of the patient with 
a long chronic illness. It makes the patient more comfortable 
and less of a burden on those who must care for him. 


decision at all. We suddenly find that we have 
got up. ... We fall into some revery connected 
with the day’s life in the course of which the idea 
flashes across us, ‘Hollo, I must lie here no 
longer,’ an idea which at that lucky instant 
awakens no contradictory or paralyzing sugges- 
tions, and consequently produces immediately 
its appropriate motor effects.”” James is indi- 
cating that we get action when we give ourselves 
a suggestion which is not countered by other sug- 
gestions or circumstances. In other words, he is 
saying that we produce voluntary behavior by 
autosuggestion. I submit that hypnosis is nothing 
more or less than this same process, with the ex- 
ception that the verbal stimulation is supplied 
ordinarily by the hypnotist rather than by the 
subject himself. And that when we say that a 
person is in the hypnotic state, what we mean is 
that he has assumed an attitude of accepting, 
within limits, the verbal control of another indi- 
vidual rather than his own. 
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But that phrase “‘within limits” must never be 
forgotten by the physician-hypnotist. The most 
excellent hypnotic patient never becomes an 
automaton to be pushed around like a piece on 
the chessboard. The hypnotized patient’s mo- 
tives, wishes, desires and aspirations are always 
in the background and if they are aroused, the 
patient can and will assert his independence of 
the physician. 

The physician who uses hypnosis is deliberate- 
ly, and perhaps more effectively, using a human 
characteristic; namely, suggestibility, which is a 
recognized and necessary component in medical 
treatment. The patient who comes to a physi- 
cian’s office anticipates help for his difficulty. The 
physician has high prestige for the patient. Con- 
sequently, a few well-chosen words, after the 
necessary examination, will often make the pa- 
tient feel much better. Then, a prescription is 
handed to the patient. The taking of the medicine 
will have an effect beyond the purely physiologic 





The hypnotist is a teacher. He sets a goal, motivates the patient 
to seek this goal and helps him by every legitimate means. 
Some patients will be helped more than others. 
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changes produced by the drug. Sometimes the 
psychologic effects of a visit and talk with the 
physician, and the prescription, are just as im- 
portant in promoting the health of the patient as 
the medicine itself. In all cases they are an im- 
portant supplement to the medicinal and surgical 
procedures. 

All of this is well known to the experienced 
physician. He also knows that many patients 
come with difficulties for which there is no very 
effective medicinal or surgical treatment, and 
that then he has to rely almost entirely on reas- 
surance, suggestions of well-being, and indicating 
to the patient how a change in the latter’s philos- 
ophy of life would be beneficial to his health. All 
general practitioners are doing this constantly, 
and if they would help the patient to get into the 
attitude of high receptivity, which is called hyp- 
nosis, the physician would simply increase the ef- 
fectiveness of his talk to the patient. In other 
words, the physician would increase the probabil- 
ity of helping the patient. 


The Induction Psychology 


But how does one help a patient to assume this 
mood of high receptivity? This brings us to the 
“methods of induction.”’ Here again rather than 
using space to describe the methods in detail, I 
would rather stress the psychology which is 
involved. 

In the first place, the hypnotist is a teacher— 
and that is all that he can be. Briefly stated, 
these are the functions of a teacher: (1) he sets a 
goal for the student; (2) he motivates the student 
to try to attain that goal, and (3) he then helps 
the student along the way to the goal by every 
legitimate means, such as encouragement, sug- 
gestions of more effective approaches, and by use 
of various effective teaching devices. 

Translating this into the medical office, the 
physician finds that the patient usually has a 
goal; i.e., relief of his discomfort, but sometimes 
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this is a superficial goal, and the physician has to 
set a more distant and less approachable goal 
(although frequently the patient’s goal may be 
approached simultaneously). Superficially, all 
patients are motivated to attain their goal of 
symptomatic relief, so the fact of motivation is 
present. However, in some of the neurotics there 
isno fundamental motivation, and then the pro- 
duction of motivation also becomes a task. 

The third task is generally the most difficult. 
In using medical hypnosis this third task really 
has two aspects: (1) the physician must use 
methods to help the patient get into the hypnotic 
state and (2) after the patient has attained 
hypnosis, the physician must use methods to help 
him to change his ideas and ways of thinking. 

The ‘methods of induction”’ deal with the first 
part of this dual task. Briefly, these methods are 
composed of simple physical exercises, together 
with instructions and suggestions on the part of 
the hypnotist. The methods involve the use of 
simple physiologic phenomena, repetition, acute 
and accurate observation of the patient, simple 
and uncomplicated language, an appearance of 
great self-confidence on the part of the hypnotist, 
and a sort of undefinable intuitive feeling about 
what is going on in the thinking of the patient. 

There are, of course, other factors involved, 
such as how to decrease or circumvent patient 
resistance should it occur. As with practically 
every skill, the attainment of proficiency in 
helping the patient attain the hypnotic state 
demands much practice. 


The Patient’s Role 


As is true with all devices or methods, some 
patients will be helped more than others. This is 
partly because some patients can assume the re- 
ceptive attitude of hypnosis better than others, 
even with the maximum of skill on the part of the 
hypnot ist. As is true in all teacher-pupil relation- 
ships, the results in the final analysis are more a 
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Many people think of hypnosis in terms of stage demonstra- 
tions, novels or magazine and newspaper réports. These 
emphasize the seemingly dramatic phenomena and establish 
misconceptions. Actually, all of the phenomena associated 
with hypnosis occur in normal life. 


function of the abilities of the pupil than of the 
skill of the teacher. Some of those who are not very 
good hypnotic subjects at the beginning will be- 
come better with practice. Also, experience has 
shown that a patient who is a relatively poor 
hypnotic subject will often receive appreciable 
help from the therapeutic suggestions given by 
the physician. 

I would particularly like to emphasize this lat- 
ter point, because only about 20 per cent of the 
normal population above the teen ages can go 
into deep hypnosis quickly and easily. Because 
the knowledge of many people about hypnosis 
has come from stage demonstrations, novels, 
magazine and newspaper reports, or other such 
popular sources in which the seemingly dramatic 
phenomena of deep hypnosis are emphasized, 
they really have quite an erroneous idea of 
hypnosis. Actually, none of the phenomena asso- 
ciated with hypnosis by popular avenues of com- 
munication are peculiar to hypnosis, since they 
all occur in the course of normal life. All of us 
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under certain conditions will go into a mood of 
uncriticalness and exhibit a high receptivity to 
certain aspects of our environment, and eliminate 
other aspects. Thus we all have hallucinations, 
amnesias, analgesias, etc. All of us will exhibit 
age regression and automatic writing under cer- 
tain conditions. So these phenomena are not so 
dramatic as they are made to appear. 

Because hypnosis as a mood of receptivity is 
deliberately produced, the appearance of those 
phenomena can be predicted with a higher degree 
of accuracy than is possible under the fortuitous 
circumstances of life. At least this is true if the 
person is in a deep hypnotic state. This increase 
in accuracy of prediction is the only aspect with 
an element of drama. 

Moreover, many of the seemingly dramatic ef- 
fects of stage hypnosis are of little use to the 
physician in general practice. For example, it 
would be rare that a full body catalepsy would be 
of any therapeutic value. If a physician were 
doing deep psychotherapy, age regression might 
be useful, but most general practitioners will not 
be doing such therapy, and often the necessary 
benefits to the patient can be secured without 
deep therapy. Whether deep therapy is indicated 
is, of course, a matter of judgment for the physi- 
cian, but even if he makes an error in judgment 
there is little danger to the patient. Hypnosis is a 
powerful tool, but as Ambrose and Newbold 
point out, there is “. . . considerable evidence to 
suggest that hypnotherapy in skilled hands is 
one of the safest procedures in medicine and 
carries the minimum of risk to the patient. . . .”’ 

About the only use that the general practition- 
er would have for the phenomena of deep hypno- 
sis would be that they are an indication of the 
depth of hypnosis. Even though therapeutic sug- 
gestions are often effective in light hypnosis, still 
the physician would like to have his patient in as 
deep hypnosis as is reasonably possible. This is 
because most hypnotherapeutic procedures in- 
volve posthypnotic suggestions, and posthypnot- 
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ic hypnosis. This compulsiveness is desirable if 
the posthypnotic suggestion has to fight resist- 
ance on the part of the patient, provided not too 
much conflict is produced. Therapeutic sugges- 
tions usually do not engender a great deal of re- 
sistance because they are obviously for the good 
of the patient. The contrasting case is where the 
posthypnotic suggestion calls for some kind of 
silly behavior which, of course, the subject re- 
sists performing. 

Proper and undramatic demonstrations of deep 
hypnosis, in a teaching situation, are of value to 
the general practitioner, because through them 
there will be impressed upon him in a most vivid 
fashion the tremendous power of ideas in govern- 
ing the behavior of the skeletal muscles, whether 
for good or bad, and there is some evidence that 
this influence can be extended to activities gov- 
erned by the autonomic nervous system. 

After the patient has attained the hypnotic 
state, the second aspect of helping the patient 
begins; i.e., giving him new and helpful ideas and 
guiding him in changing his philosophy of life, if 
the latter is necessary. This is done by the skillful 
use of suggestion, and also by the use of the un- 
covering techniques, age regression, automatic 
writing, etc., if the physician feels that he must 
probe into the patient’s unconscious mind, in 
order to do adequate therapy. Among the many 
skills involved in the patient’s guidance is that of 
knowing how fast the procedure can be pushed. 
Just because hypnosis is used it does not follow 
that the patient need not be given time to make 
adjustments. 

Hypnosis is not itself a therapeutic agent. It is 
a tool which often makes the accomplishment of 
certain ends easier for both the physician and the 
patient. Hypnosis is only an extension in a more 
formal fashion of procedures which the physician 
already uses for the welfare of his patients. Just 
as with all procedures, some patients will react 
better to it than others. Some will refuse hypno- 
sis, at least as a formal procedure, just as some 
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refuse surgery or other techniques which the what aware but perhaps never so vividly. Even 
physician feels would be helpful to them. Some though he may never use formal hypnosis, never- 
will seem to react well at the time, but later fail theless he will be more conscious of factors af- 
to carry out the therapeutic suggestions, just as fecting human behavior, and thus be able to deal 
some fail to take the prescribed medicine. Hyp- moie adequately with the psychologic bases of 
nosis cannot be expected to conquer all the frail- disease. 


ties and foibles of human beings. ; om 
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that the remaining testicle will develop a neoplasm after one has 
been removed for malignancy . . . 
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The initial barium enema examination in three cases revealed 
mural defects in the colon that were unchanged by manipulation 
and confirmed by spot roentgenograms. The diagnosis of carcinoma 
was reasonably certain. In each case, repeated examination 

(in one instance after exploratory laparotomy) revealed the ‘‘lesions”’ 
to be adherent mural feces. The second examination, following 
supervised cleansing, is REQUIRED when this observation is made. 


Pseudotumors of the Colon 


SIDNEY RUBIN, M.D. 
AND DAVID S. DANN, M.D. 


Department of Radiology 

University of Kansas Medical Center 
Kansas City, Kansas 

and Menorah Medical Center 
Kansas City, Missouri 


THIS IS A REPORT of three cases in which colon 
deformities demonstrated fluoroscopically and 
roentgenographically simulated carcinoma but 
proved to be spurious lesions representing adher- 
ent mural feces. The knowledge gleaned from 
these cases may prevent others from tripping in- 
to a pit that awaits the unsuspecting radiologist 
or physician performing colon examinations. 


The Cases 


Our first encounter with this finding occurred in 
August, 1957. A 61-year-old woman was admitted 
to the hospital with epigastric discomfort of one 
week’s duration. The history suggested an ap- 
pendectomy three years prior to this admission. 
An abdominal scar supported this supposition al- 
though events proved this to be misleading. After FIGURE 1. Barium enema study demonstrating a defect in 
cleansing preparation consisting of enemas, a posterior wall of the descending colon. 
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barium examination was performed. Under fluoro- 
sopic vision, the colon appeared adequately 
deansed so that a lesion in the descending colon 
(Figure 1) was not particularly challenging. This 
observation was verified with an immediate refill 
of the colon (Figure 2) which had been evacuated, 
the barium enema being utilized as a method of 
lavage. We were further assured of the constancy 
of the deformity after manipulation of the area 
and the recording of the fluoroscopic observations 
on spot films. 

It was with great anticipation and a little pal- 
pitation that we approached the operating room 


FIGURE 2. Re-examination of the case shown in Figure 1, 
demonstrating the same defect. 
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when we were called there on the day of reckon- 
ing. We accepted the report of “‘feces’’ merely as 
an admission of failure on the part of the surgeon, 
and anxiously awaited the postoperative re-ex- 
amination to emphasize his blunder. It was a 
frantic darkroom exploration when, to our dis- 
may, the repeat examination revealed a normal 
colon pattern (Figure 3). 

We were introduced again to this problem in 
January, 1959, when a 47-year-old woman was 
hospitalized because of slightly bloody diarrhea. 
The stools had been watery for approximately two 
weeks. The barium enema study revealed a mural 


FIGURE 3. Postoperative re-examination of the same case, 
verifying the surgeon’s impression of normal colon. 
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FIGURE 4. Barium enema study showing a mural defect on 
the lateral wall of the sigmoid. 





FIGURE 5: Repeat examination of the case illustrated in 
Figure 4, demonstrating normal appearance of the colon. 
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defect in the sigmoid region (Figure 4). The con- 
vex border at one margin emphasized its mural 
origin. This was apparent both during fluoro- 
scopic palpation and on the recorded films. With 
our experience of the previous evasive tumor in- 
delibly fixed in our memory, a second examination 
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-was scheduled on the following day. This was 


done in spite of the adequately cleansed colon ob- 
served on the initial study. The normal appear- 
ance of the colon in this case, after castor oil and 
cleansing enema, helped to establish the repeat 
method of examination for all mural colonic find- 
ings (Figure 5). 

The value of this procedure was soon appreci- Bncurs 
ated in a third case. The following month, a 35- fascend 
year-old woman was admitted to Menorah Hos- Jud. ( 
pital with a chief complaint of epigastric pain. J pgyp; 
Physical examination revealed some tenderness ff demon: 
over the zecum. An initial colon study revealed a 
mural defect on the lateral wall of the ascending 
colon. The absolute constancy of the finding can 
only be fully appreciated by the examiner who 
studied the patient with amplification fluoroscopy. 
The spot films and large roentgenograms again 
substantiated the strongest of contentions that we 
were dealing with a neoplasm (Figures 6, 7 and 8). 
However, our second examination classified this 
case with its predecessors as a fictitious tumor 
(Figure 9). 





Comment 
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It may not be generally appreciated that a fecal 
mass may attach itself to the mucosa of the colon 
in such a cohesive way that the most energetic 
fluoroscopic manipulation, along with the barium 
pressure, fails to detach it. To avoid this diag- 
nostic error, we have found the second examina- 
tion paramount, following thorough supervised 
cleansing. The sage aphorism of Dr. Robert New- 
ell, ““The best feature of a re-examination is that 
the radiologist doesn’t have to stick to what he 
said the first time,” is most laudable. 
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FIGURES 6, 7 and 8. Roentgenograms of the barium-filled 
ascending colon demonstrating a mural defect on the lateral 
wall, (Figure 6 above; Figures 7 and 8 at right.) 


FIGURE 9. Second examination of the case shown in Figure 6, 
demonstrating the same area now showing a normal pattern. 





FIGURE 7. 





FIGURE 8. 
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Baltimore, Maryland 


Leptospirosis is a disease of lower animals, 
frequently transmitted to man through 
contaminated water. Physicians should look - 
for leptospires in all cases of undiagnosed 
febrile illness. These diseases are probably more 
common than reporied cases indicate. 

Specific diagnostic methods can be easily adapted 
to a modestly equipped laboratory. 

Salient clinical features include headache, 
conjunctival injection, gastrointestinal 
disturbances and signs of hepatic and renal 
dysfunction. Most infections are not severe. 
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LEPTOSPIROSIS was first recognized as a clinical 
entity in 1883 when Landouzy described two 
cases among Paris sewer workers. Three years 
later Weil observed several patients with jaun- 
dice, fever and hemorrhagic tendency accom- 
panied by signs of renal and hepatic failure. This 
form of leptospirosis, since known as Weil’s dis- 
ease, is characterized by unusual severity and 
mortality. In 1915, Inada discovered the organ- 
isms which cause this disease, and Miyajima 
proved that field mice may harbor the spirochetes 
of nanukayami, a milder form of leptospirosis 
which occurs among rice field workers of Japan. 
Noguchi isolated similar organisms from rats in 
New York City in 1917 and introduced the ge- 
neric name Leptospira. During the next 20 years, 
several groups of investigators, the most promi- 
nent of which worked in the Netherlands East 
Indies, Europe and Japan, contributed what is 
now recognized as the modern concept of the 
leptospiroses. At the present time, over 30 types 
of leptospires are recognized. In many countries, 
leptospirosis is well known and the infecting types 
of leptospires have been studied in some detail. 

American physicians have lagged behind their 
European counterparts in this regard being con- 
tent to look upon leptospirosis as a medical 
curiosity. However, recent advances in our knowl- 
edge of leptospiral infection in the United States 
suggest that a reconsideration of this notion may 
be indicated. 


Clinical Features 


Leptospirosis usually begins abruptly after an 
incubation period of three to 19 days (most fre- 
quently seven to 13 days) and is characterized by 
high fever, prostration, nausea, vomiting, my- 
algia and conjunctival injection. Examination of 
the urine will frequently reveal albuminuria and 
casts during the acute phase of the disease. Al- 
though clinically overt jaundice may not appear, 
biochemical evidence of hepatic dysfunction 1s 
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often obvious. The febrile phase of the illness 
usually ends after one week, and in the milder 
infections other evidence of disease subsides with 
defervescence. When the infection is severe, as 
evidenced by jaundice and marked renal insuffi- 
ciency, the illness is usually called Weil’s disease. 
If the infecting serotype is Leptospira icterohem- 
orhagiae, one may be justified in using this ter- 
minology since the two have become synonymous 
through usage. It should be emphasized, however, 
that all L. icterohemorrhagiae infections are not 
severe and, conversely, other serotypes may pro- 
duce profound and even fatal disease. Although 
leptospirosis varies considerably in severity, the 
basic clinical syndrome (Table 1) is repeated with 
remarkable consistency. The frequency with 
which the clinical features of icterus and renal 
dysfunction appear will vary with the geographic 
area since certain serotypes noted for producing 
severe infections seem to be more prevalent in 
some countries than in others. 

Headache is universally present in leptospiral 
infections, and in 50 per cent of patients it is 
accompanied by retrobulbar pain. Conjunctival 
injection is noted in 85 per cent of all patients, 
and it is marked in virtually all of the severely ill. 
Rash appears between the fourth and eighth day 
in about 25 per cent of patients and there is a 
tendency for it to become hemorrhagic in those 
with serious infections. The eruption usually con- 
sists of small macules or maculopapules distrib- 
uted over the trunk and extremities. Gastroin- 
testinal disturbances consisting of anorexia, 
Nausea, vomiting and abdominal pain occur in 
nearly all patients with leptospirosis, and pro- 
tracted vomiting or abdominal pain frequently 
constitute the most distressing features of the 
illness. Cough is a common complaint and is pro- 
ductive of blood-streaked sputum in about 25 per 
cent of those with this syndrome. Chest: x-ray 
May reveal pneumonitis, a feature of the disease 
which has not received much attention. The inci- 
dence of hemorrhage depends upon the incidence 
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of severe infections, there being a greater risk of 
bleeding among the profoundly ill. Hematemesis 
and hemoptysis are the most common hemor- 
rhagic manifestations of leptospirosis, followed 
in frequency by conjunctival hemorrhage, epi- 
staxis, petechiae and melena. Lymphadenopathy 
occurs in about 40 per cent of patients but spleno- 
megaly is rare. Although nuchal rigidity may 
appear in 30 to 40 per cent, the over-all incidence 
of actual meningeal involvement in leptospiral 
infections is not known. There appears to be a 
predilection of certain serotypes, such as L. po- 
mona, for the central nervous system. In some 
instances, the patient will present with an aseptic 
meningitis syndrome, and some time may elapse 
before the leptospiral etiology is suspected. As 
has already been stated, the incidence of clinically 
overt jaundice varies considerably depending 
upon the infecting serotypes encountered. When 
jaundice is present, it usually appears toward the 
end of the first week as the fever is subsiding. 
Those with marked liver involvement show evi- 
dence of progressing hepatic dysfunction, and re- 
covery may not become evident until the end of 
the second or third week of disease. Hepatome- 
galy and liver tenderness are frequent]y demon- 
strable in the icteric patient. Renal decompensa- 
tion is also a part of the severe infection as evi- 
denced by anuria, azotemia and a lower nephron 
syndrome. Fatalities in leptospirosis are almost 
always ascribable to renal failure with hepatic in- 
sufficiency although peripheral vascular collapse 
and hemorrhagic deaths are seen. 


Clinical Laboratory Aspects 


Examination of the peripheral blood may re- 
veal leukocytosis with a predominance of neutro- 
phils in the more severely ill patient. Although 
normal leukocyte counts are the rule in uncom- 
plicated leptospirosis, neutrophilia is conspicu- 
ous, there being between 80 and 90 per cent neu- 
trophils with total counts of 6,000 to 8,000. 
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TABLE 1. 


Leptospirosis 


Clinical Manifestations of Leptospirosis 














Severe Form Mild Form 
L. grippotyphosa 
L. canicola 

Representative L. icterohemorrhagiae L. pomona 
Infecting Types L. bataviae L. autumnalis 
Symptoms-Signs Per cent Per cent 
Headache 87 96 
Gastrointestinal.symptoms — 96 
Conjunctival injection 72 85 
Myalgia — 77 
Respiratory symptoms — 70 
Retrobulbar pain _ 55 
Muscle tenderness 69 43 
Abdominal tenderness — 42 
Nuchal rigidity 34 36 
Meningitis 40 —_ 
Arthralgia — 29 
Hemorrhagic signs 55 28 
Rash 10 27 
Hepatomegaly — 14 
Jaundice 74 7 
Albuminuria 75 80 
Renal casts 40 — 
TABLE 2. 


Leptospiral Serotypes of the United States 





Natural Occurrence 








Proved 
Serotype Host Man Dog Swine Cattle 
L. icterohemorrhagiae Rat _ a 
L. canicola Dog as > - 
L. pomona Swine oe as 
L. autumnalis Opossum + 
L. grippotyphosa Raccoon + 
L. bataviae _ “+ 
L. australis A Raccoon + 
L. sejroe -— aa 
L. ballum Mouse + 
L. hyos Opossum 


108 





Some urinary abnormality is noted in about 80 
per cent of patients with leptospirosis. In the 
severe infections, virtually all patients exhibit 
evidence of renal dysfunction. Proteinuria, cylin- 
druria and an increase in cellular elements may 
appear in subtle amounts but their presence will 
aid greatly in the clinical diagnosis. Whenever 
the disease progresses to the stage of oliguria, 
there is little difficulty in demonstrating albumi- 
nuria and casts. There is no evidence that per- 
manent renal damage follows recovery from lep- 
tospirosis, even in the patient who is anuric dur- 
ing the acute phase of the illness. 

Liver function tests performed during the early 
phase of leptospiral infections attest to the high 
frequency of hepatocellular derangement even in 
the anicteric patient. Hyperbilirubinemia, in- 
crease in alkaline phosphatase, abnormal floccu- 
lation tests and reversal of albumin /globulin ratio 
can be demonstrated in over half of those patients 
without clinical evidence of liver disease. Recov- 
ery of liver function is also rapid as the disease 
subsides. 

The frequency with which leptospires invade 
the central nervous system is not known. Lepto- 
spirosis has been shown to be the cause of aseptic 
meningitis in about 4 per cent of several large 
series of patients with this syndrome. Whenever 
this is a feature of leptospiral infection, there is 
mild pleocytosis (40 to 500 cells) with a predom- 
inance of mononuclear cells. Some elevation of 
cerebrospinal fluid protein is usual, but glucose 
and chloride concentrations remain normal. Asep- 
tic meningitis is a benign feature of leptospirosis, 
and the cerebrospinal fluid quickly returns to 
normal during early convalescence. 


Laboratory Diagnosis 


Undue emphasis of the serodiagnosis of lepto- 
spirosis partially explains the American phys!- 
cian’s disinterest in this disease. Until recently, 
agglutination-lysis was the only serologic test 
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available, and there is general agreement that the 
maintenance of reagents for this test is too much 
for the average laboratory to undertake. This 
does not explain why relatively simple cultural 
methods for leptospires have been ignored, how- 
ever, and it is to be hoped that more attention 
will be paid to the recovery of leptospires from 
patients as interest in this disease grows. 

Leptospires may be isolated from the blood of 
most patients with this disease during the early 
phase of the illness. Although hamsters and 
guinea pigs develop leptospiremia following their 
inoculation with infected material, many lepto- 
spiral serotypes do not produce overt disease in 
these animals. Under the circumstances, isolation 
of the organism depends ultimately on culture of 
theanimals’ blood in an artificial medium. Studies 
comparing the relative sensitivity of laboratory 
animal inoculation and culture of leptospires in 
media have indicated the suitability of the latter. 
Many laboratories capable of preparing artificial 
media cannot afford the risk and expense of ani- 
mals, Since there appears to be no advantage in 
employing animals for this purpose, except when 
contaminated material thought to contain lepto- 
spires is to be examined, their use should be dis- 
couraged. There are various media used in the 
cultivation of leptospires. While some investi- 
gators in this field have expressed strong prefer- 
ences for one or another medium, all appear to be 
suitable for isolation of leptospires from body 
fluids. 

Among the media are those described by Veer- 
vort, Korthof and Fletcher, in all of which the 
essential ingredient is rabbit serum. The sim- 
blest of these can be prepared by adding a small 
amount of peptone to distilled water to which is 
added sterile inactivated rabbit serum in a final 
concentration of 7 to 10 per cent. Details for the 
Preparation of leptospiral media are available in 
the monograph by Wolff dealing with the diag- 
nosis of leptospirosis. The medium is dispensed in 
10-ml. amounts in serew-cap tubes or rubber- 
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capped bottles and may be stored in a refrigerator 
for several weeks. Since it is imperative to use 
small inocula in each tube or bottle, multiple 
tubes should be inoculated with blood specimens 
thought to contain leptospires. When single drops 
of venous blood are inoculated into each of 5 
tubes at the bedside, positive results may be ex- 
pected in 75 to 90 per cent of cultural attempts 
made during the first three days of illness. As the 
disease progresses, the incidence of leptospiremia 
decreases (Figure 1). Careful cultural studies 
have demonstrated the superiority of blood as a 
source of leptospires. Because of the intermittent 
nature of leptospiruria and the adverse effects of 
low pH and bacterial contamination on results of 
urine culture, this procedure is not recommended. 
In some instances, leptospires can be recovered 
from cerebrospinal fluid when meningitis is a part 
of the illness. 


Recovery of Leptospires from Blood 

50 5 Patients with 
positive cultures 
45 + Patients with 
negative cultures 
40 - 
35 4 
30 - 


25 - 


Number of patients with blood cultures 
a 
L 








1 2 3 4 5 6 7 
Day of disease blood cultured 


FIGURE 1. Occurrence of leptospiremia during the acute phase 
of disease. Reproduced with permission from the AMERICAN 
JOURNAL OF TROPICAL MEDICINE AND HYGIENE. 





Leptospirosis 


Leptospires grow relatively slowly in any of 
the artificial media. In most instances, the organ- 
isms cannot be demonstrated by dark field exam- 
ination prior to the fourteenth to twenty-first day 
of incubation at 32°C. The growth rate of lepto- 
spires in primary culture varies considerably. In 
order to avoid the risk of contaminating inocu- 
lated cultures, darkfield examination may be 
carried out at weekly intervals beginning ten days 
after inoculation of the medium. Using this 
schedule, it should be possible to detect all posi- 
tive cultures with a maximum of four examina- 
tions, and most will have been found by the 
second. Isolation of leptospires will establish 
beyond any doubt the diagnosis of leptospirosis, 
there being no need to employ any other diag- 
nostic procedure if further study is not conven- 
ient. Strains of leptospires so isolated may be 
sent to the Leptospiral Reference Laboratory for 
North America for identification (Division of 
Veterinary Medicine, Walter Reed Army Insti- 
tute of Research, Washington 12, D.C.). 

Under ideal circumstances, serologic confirma- 
tion of the diagnosis of leptospirosis is desirable, 
and in some instances recourse to this method of 
identifying the illness will be necessary when 
blood cultures fail to yield a leptospire. Several 
serologic tests are employed in the diagnosis of 
leptospirosis. Unfortunately, the tests best suited 
for use in diagnostic laboratories are not yet em- 
ployed widely, and efforts to set up complicated 
procedures will perpetuate the inadequacy of 
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diagnostic facilities. At the present time, the 
diagnosis of leptospirosis depends upon availa- 
bility of the agglutination test which requires the 
use of numerous antigens to assure adequate test- 
ing for type-specific antibodies. Since there are 
many leptospiral serotypes, at least ten of which 
are known to occur in the United States, labora- 
tories other than reference centers should not 
attempt type-specific serodiagnosis any more than 
they should try to identify leptospiral isolates. 

The diagnostic laboratory should use a broadly 
reactive antigen with generic specificity capable 
of detecting antibody against any type of lepto- 
spire. Two such antigens are available. A triva- 
lent antigen prepared by sonic vibration of L. 
icterohemorrhagiae, L. grippotyphosa and L. hyos 
has been employed in a complement-fixation test 
for leptospirosis and found to be quite adequate. 
However, the antigen is not so easily prepared 
and is less sensitive than the recently described 
hemolytic antigen which also exhibits generic 
specificity. 

Antigen prepared from L. biflexa is adsorbed 
onto sheep erythrocytes, and hemolysis of the 
red cells is observed in the presence of leptospiral 
antibody and complement. It is not unusual to 
observe antibody titers of 1: 1,000 to 1:40,000 in 
human serum during convalescence from natural- 
ly acquired leptospirosis. Correlation between re- 
sults of agglutination and hemolytic tests is excel- 
lent, and there is no evidence that nonspecific 
positive reactions occur with significant frequency. 


FRED R. McCRUMB, Jr., M.D., was graduated from the University © 
Maryland School of Medicine, completed his internship and residency 4! 
University Hospital, Baltimore, in 1950. After serving six years with th 
Army, which included a tour of duty as commanding officer, U.S. Army meq . 
dical research unit, Institute for Medical Research, Kuala Lumpur, Feder 
tion of Malaya, he returned to his alma mater to become an associate If 
medicine. In July, 1958, Dr. McCrumb became assistant professor of me, 
dicine and director of the section on infectious diseases and in July of this 
year he was made associate professor of medicine. 
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Details of the measurement of leptospiral anti- 
body with the hemolytic test are available in the 
published studies of Cox and his coworkers. 
There is every reason to believe that the hemoly- 
tic test should be employed as the routine serodi- 
agnostic test of choice. The isolation procedure 
described above and this serologic test make it 
possible for the most modestly-equipped labora- 
tory to diagnose leptospirosis. 


Therapeutic Methods 


The effect of antibiotics on leptospires in vitro 
as well as leptospiral infection in laboratory ani- 
mals has been studied by several investigators. 
Penicillin, streptomycin and the tetracyclines 
have been shown to protect experimentally in- 
fected guinea pigs or hamsters, and streptomycin 
and tetracyclines apparently are effective in elim- 
inating leptospires from the kidneys of canine 
carriers of L. canicola. There is general agreement 
that chloramphenicol is not particularly effective 
against leptospires in vitro and that it is ineffec- 
tive in experimental infections of laboratory ani- 
mals. Evaluation of antibiotics in human lepto- 
spirosis is complicated by the variable course of 
this disease and the lack of suitably controlled 
studies to date. 

There are conspicuous differences of opinions 
regarding the usefulness of penicillin and tetra- 
cyclines in the treatment of leptospirosis in man. 
All observers agree that chloramphenicol does not 
favorably alter the course of this disease. In 1951, 
Hall and his coworkers concluded from the study 
of 79 patients that tetracyclines, streptomycin, 
chloramphenicol and penicillin did not shorten 
the course of leptospirosis or reduce the incidence 
of complications. Fairburn and Semple, compar- 
ing penicillin and chloramphenicol in a controlled 
study of 102 patients with leptospirosis, con- 
cluded that neither antibiotic altered the course 
of the disease. Broom has recently reported the 
tase of a laboratory-acquired infection with L. 
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Emdemiology of Leptospirosis 
RESERVOIRS AND HOSTS 
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FIGURE 2. Known lower animal hosts and reservoirs of lepto- 
spiral serotypes in the United States. 


javanica which was not aborted with prophylactic 
penicillin. 

On the other hand, Doherty, in a retrospec- 
tive study of 273 cases of leptospirosis, has been 
able to demonstrate a reduction in the mean dur- 
ation of fever among penicillin-treated patients. 
Furthermore, the response to this form of ther- 
apy was dose dependent, the most obvious effect 
being observed among patients receiving larger 
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Leptospirosis 


Epidemiology of Leptospirosis 
MODES OF CONTACT 
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FIGURE 3. Occupational and pastime activities commonly 
associated with leptospirosis. 
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amounts of penicillin (4 million units daily). 
More recently, reports attesting to the efficacy 
of both the tetracyclines and penicillin have ap- 
peared. It should be emphasized that further 
study with appropriate controls will be required 
before a final conclusion can be drawn. In the 
meantime, the use of 4 to 6 million units of pen- 
icillin daily is probably indicated in the individual 
patient who has a leptospiral infection of more 
than average severity. 

Most leptospiral infections are not severe and 
end without complications even in the untreated 
patients. Fatalities in this disease are usually as- 
sociated with renal failure, and in the severely ill 
patient careful attention must be paid to fluid 
and electrolyte balance. Renal complications of 
leptospirosis are reversible and not associated 
with chronic kidney disease. Therefore, manage- 
ment of the acute phase of renal decompensation 
should make use of all currently available forms 
of therapy, including artificial dialysis when indi- 
cated. 

Although liver involvement is a frequent oc- 
currence in leptospirosis, death from hepatic fail- 
ure is unusual. Rarely, hemorrhage may lead to 
the acute problem of blood loss and must be 
treated accordingly. 


Epidemiologic Aspects 


Leptospirosis is a disease of lower animals, the 
most important of which belong to the rodent 
family. The natural infection of rats, mice, voles, 
opossums and other rodents as well as swine, 
cattle and dogs may lead to infection of man 
whenever occupational or pastime activities of 
man bring him into contact with these hosts 
(Figure 2). The transmission of leptospires from 
lower animal reservoirs is most frequently ac- 
complished through the medium of water con- 
taminated by the urine of these animals, although 
direct contact with infected tissues, as in the case 
of veterinarians and slaughterhouse workers may 
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result in infection of man. In some of the rodent 
and domestic animal hosts, leptospirosis is inap- 
parent or benign, and it is the resultant carrier 
state which makes these hosts efficient reservoirs 
of infection. Rats and mice frequently do not 
exhibit any evidence of leptospiral infection. Sim- 
ilarly, adult pigs may experience infections which 
are inapparent except for an increased incidence 
of abortion. By contrast, well-defined clinical 
entities are recognized in dogs and cattle infected 
with leptospires. There is a tendency for certain 
types of leptospires to be confined to one or a few 
species of animals and, where the rodent fauna is 
restricted, there may be a limited number of lep- 
tospiral serotypes affecting man. Conversely, 
multiplicity of leptospiral serotypes is encoun- 
tered in those parts of the world where the rodent 
fauna is varied. Marked host predilection seems 
to have occurred in the case of L. pomona and 
L. canicola where isolations from animals other 
than swine, cattle and dogs have been rare. 
Leptospires gain access to the human body via 
the skin and mucous membranes. It is likely that 
cutaneous transmission is much more common 
since skin is exposed more frequently to the media 
through which this disease is acquired. The ques- 
tion of whether or not leptospires can traverse the 
unbroken skin has been debated at great length 
but seems to be an academic point since the pres- 
ence of minute cutaneous defects cannot be ex- 
cluded with certainty. The increased incidence of 
leptospirosis in workers whose occupation results 
in trauma to skin which is subsequently exposed 
to water containing leptospires seems to establish 
the role of cutaneous lesions in the transmission 
of this disease. That mucous membranes may also 
be invaded by leptospires is proved by the occur- 
rence of leptospirosis in laboratory workers fol- 
lowing accidental contamination of the mouth or 
conjunctivae. Similarly, outbreaks of leptospiro- 
sis have been reported following the consumption 
of contaminated food or water. There are very 
few recorded instances of transmission of lepto- 
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spirosis from man to man. This may be explained 
by the failure of leptospires to survive in the acid 
environment of human urine. Under these circum- 
stances, man having entered into the infection 
cycle by chance, plays no part in the natural per- 
petuation of leptospirosis. Transplacental trans- 
mission of leptospires in the human host has been 
described but in all instances conclusions drawn 
from such observations seem open to question. 

For the most part, leptospirosis is an occupa- 
tional disease occurring with greatest frequency 
in rice field workers, cane cutters, swineherds, 
cattle farmers, abattoir workers, sewer workers, 
miners, veterinarians and soldiers (Figure 3). For 
this reason, the age and sex distribution of this 
disease will depend upon the age and sex distri- 
bution of persons following these pursuits. Wher- 
ever the risk of males and females is equal, the 
attack rates for leptospirosis are comparable. The 
predominance of males in groups affected with 
this disease is merely a reflection of the marked 
preponderance of males among those at risk. Pas- 
time activities such as swimming may result in 
leptospirosis in children, as is also the case where 
pet dogs with leptospirosis are in contact with 
younger age groups. 


Distribution of Serotypes in Human 
Leptospirosis in United States 





A. L. icteroh thagia 
36 per cent 

B. L. canicola 
30 per cent 

Cc. L. pomona 
14 per cent 

G. L. autumnalis 
5 per cent 

E. L. grippotyphosa 
4 per cent 

F. L. hebdomadis 
3 per cent 

G. Others 
8 per cent 





FIGURE 4. Present concept of the relative occurrence of lepto- 
spiral serotypes in human infection. Courtesy of A. D. 
Alexander. 
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Leptospirosis 


Seasonal variation in the incidence of lepto- 
spiral infections is seen in temperate climates 
where rodent activity and farming practices vary 
with the seasons. In such areas, leptospirosis is a 
disease of warm months. By contrast, the inci- 
dence of leptospirosis in man does not exhibit 
seasonal variation in tropical regions where ro- 
dent activity, human habits, rainfall and temper- 
ature remain fairly constant throughout the year. 
Variation from year to year may be quite marked 
in those areas where rodent populations fluctuate 
widely. 

Leptospirosis in the United States is just be- 
ginning to receive attention. Since 1922, less than 
500 case of leptospirosis due to L. icterohemor- 
rhagiae have been reported. By 1951, only 13 
cases of L. canicola infection had been reported in 
this country since Meyer’s description of this 
disease in 1988. Human infection due to L. po- 
mona and.L. autumnalis has only been recognized 
since 1948. Recently, sporadic cases of leptospi- 
rosis due to L. grippotyphosa, L. bataviae, L. aus- 
tralis A and L. hebdomadis have been recorded. 

The relative importance of each of these sero- 
types in the United States is not known precisely. 
Recent study of a large group of patients with 
leptospirosis suggests that L. icterohemorrhagiae, 
L. canicola and L. pomona infections are those 
most frequently encountered (Figure 4). How- 
ever, it should be emphasized that failure to rec- 
ognize milder forms of this disease may have re- 
sulted in the selection of patients with icterus or 
aseptic meningitis, resulting in a distortion of the 
relative incidence figures. The use of simplified 
cultural and serologic methods for the purpose of 
excluding leptospirosis from the diagnosis of 
acute febrile illness in man should ultimately re- 
solve this problem. 

In attempting to assess the importance of lep- 
tospirosis as a cause of human disease in the 
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United States, consideration must be given to 
certain obvious differences in the habits of those 
at risk. Thus, it is common practice for American 
swineherders to wear rubber boots while cleaning 
pigpens, in contrast to some of their European 
counterparts who perform this task in their bare 
feet. Rice growing, highly mechanized in this 
country, is completely a hand operation in many 
other parts of the world. While the isolation of 
leptospires from wild-caught rats has been ac- 
complished with ease in such cities as New York 
and Baltimore, antibody survey among the hu- 
man population has suggested a low incidence of 
leptospiral infection in man. All of these facts 
support the concept that man may not be exposed 
frequently to leptospires in this country even 
though various rodents and domestic animals may 
harbor these organisms. Again, final interpreta- 
tion must await the results of more detailed 
studies designed to answer these questions. 

There is little doubt that leptospirosis affects 
man in the United States more frequently than 
the reported incidence would indicate. Increased 
awareness of this problem will lead to a search for 
leptospires in all patients with undiagnosed feb- 
rile illnesses. The salient clinical features of lepto- 
spirosis include headache, conjunctival injection, 
gastrointestinal disturbances and signs of hepatic 
and renal dysfunction. Whenever this syndrome 
occurs in patients whose occupation or pastime 
activities result in their contact with water, the 
likelihood of leptospirosis is increased. Presently 
available specific diagnostic methods can be 
adapted to a routine procedure in the most mod- 
estly equipped laboratory. It remains the phy- 
sicians’ responsibility to stimulate an interest in 
this disease. 

A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Ad- 
vertisers. 
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Redundancy or phimosis of the female prepuce can prevent 
proper enjoyment of sexual relations; yet some modern physicians 
overlook indications for circumcision. Indicatiens for, 

and relative contraindications against, use of this procedure 

are presented, and a new technique is described. 

Properly carried out, circumcision should bring improvement 

to 85 to 90 per cent of cases—with resulting cure 

of psychosomatic illness and prevention of divorces. 


Female Circumcision, Indications and a New Technique 


W. G. RATHMANN, M.D. 


Inglewood, California 


CIRCUMCISION of the female is not a new subject. 
Early writings testify that this problem was 
known and discussed by physicians of the Roman 
Empire. Bryk in 1935 compiled a comprehensive 
book on the history and practice of male and 
female circumcision. The 265 references ab- 
stracted in his text cover the circumcision of the 
female from the ancient Egyptian era (approxi- 
mately 1500 B.C.) to the present day. The value 
of this procedure in improving function has been 
accepted by various cultures for the past 3,500 
year's. Although this subject is not new, there are 
indications for its use that are being overlooked 
by some modern physicians. 


Indications for Cirewmcision 


In general terms, the main indications for cir- 
cumcision are: (1) functional need—lack of ability 
to have a climax or ability to have one only with 
considerable difficulty, (2) an anatomic or me- 
chanical factor that needs correction. 

When does this problem present itself and be- 
come our concern and responsibility as physi- 
Clans? It is advisable to investigate sexual com- 
patibility if unexplained symptoms of a psycho- 
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somatic type are elicited or if the problem of 
divorce is present. If there is no shyness or em- 
barrassment on the doctor’s part and his attitude 
is correct, the patient is seldom embarrassed. 
Often a patient appreciates being questioned on 
this subject because she had thought this might 
be her problem. If a patient is not sure that she 
has ever experienced a climax, it is probable that 
she has not. 

Patients with psychosomatic illness and mari- 
tal problems make up a good portion of all types 
of medical practice. If these problems are based 
on abnormal anatomy, and it is corrected, these 
patients are often permanently cured. This cure 
is explained by the common origin of the primi- 
tive urges and of the subconscious, from which 
psychosomatic illnesses develop. 

Failure to elicit proper history and to examine 
patients carefully is illustrated by the following 
case. Mrs. B. G., age 34, had five divorces before 
coming to my office as a patient. She was found 
to have a rather severe redundancy and phimosis, 
and had never experienced a climax. After being 
circumcised, she remarried the last man she had 
divorced and has had no further sexual problem. 
She stated that she “‘wasted four perfectly good 
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Female Circumcision, 
Indications 
and a New Technique 


FIGuRE 1. 
Questionnaire Sent To Patients 


Patient’s Number 
This questionnaire will be used as the statistical basis for a medical report. 
Your name will not be used. Kindly check in blanks and mail in enclosed 
envelope. 





Surgery: Circumcision done on 





1. Could you have an orgasm prior to surgery: Yes. No. 





If your answer is yes: 
a. Were you improved? Yes. No 





If your answer is no: 
b. Are you able to have an orgasm now? Yes. No. 








husbands.” While having the five marriages and 
divorces, she had a great number of psychoso- 
matic symptoms and illnesses. During this time 
she had been examined and treated by a number 
of physicians. None of them had told her of the 
severe phimosis and redundancy or suggested its 
correction. She has had no recurrence of psycho- 
somatic illness since the circumcision five years 
ago. No tranquilizers, injections or other treat- 
ments were used. 

A difficult phase of the problem is presented 


The Author 
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when the wife of a recurrent ulcer patient states, 
“What difference does it make that I do not enjoy 
sex life if I do not refuse my husband’’? 

In the earlier years of married life this form 
of prostitution is possibly not too harmful. A 
number of problems will probably develop in 
time, however, because this practice is contrary 
to our instincts. If a man is legally married to a 
woman but not “‘mated”’ with her, one of four 
complications will probably develop: (1) a di- 
vorece, (2) another woman, (3) excessive use of 
alcohol or (4) suppression of normal urges with 
psychosomatic illness. 


TWO COMMON ABNORMALITIES 


The two common problems that make the 
highly sensitive area of the clitoris unable to be 
stimulated are phimosis and redundancy. Seba- 
ceous glands about the clitoris attempt to prevent 
adhesions of the prepuce to it. This sometimes 
fails and the clitoris is tightly adherent to the 
prepuce. This defect is recorded as 1 plus or 25 
per cent of the normal surface adherent, to 4 
plus or complete coverage. A prepuce for the 
protection of the clitoris is normal and useful, 
but if it is excessive and extends past the eminence 
of clitoris it can prevent contact and is harmful. 
This excess is also classified from 1 to 4 plus. 
The greatest amount of redundant prepuce | 
have observed extended approximately one inch 
past the clitoris so that it is classified 4 plus. 
Thus, a 1 plus would represent approximately 


W. G. RATHMANN, M.D. has a varied medical background. After com- 
pleting internships and residency training at U.S. Marine hospitals in Chicago, 
Seattle and Fort Stanton, N.M., he owned and operated a hospital in Cara- 
zozo, N.M., for three years. Since 1938, however, he has been in general 
practice in Inglewood, Calif. A member of the senior surgical staff of Cen- 
tinella Hospital, Inglewood, Dr. Rathmann is also on the staff of five other 
hospitals in the southern Los Angeles area. A graduate of the University 
of Nebraska, Academy Member Rathmann has a special interest in psycho- 
somatic diseases. 
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one-fourth inch of redundant tissue. Figure 5 
represents a 3 plus redundancy. 

In general, the greater the degree of phimosis 
or redundancy, the greater the probability of 
satisfactory result by its correction. A 3 or 4 plus 
phimosis or 3 or 4 plus redundancy could be the 
anatomic indication. A combination of a 2 plus 
redundancy and 2 plus phimosis could be an 
indication as well. Two rather unusual conditions 
which could be indications are the hard fibrotic 
prepuce and the type in which the prepuce is 
stretched tightly across the glans. Routine cir- 
cumcision because of a functional problem alone, 
without the proper anatomic indications, will 
probably be of no benefit and might be harmful. 


ADDITIONAL INDICATIONS 


The following situations would indicate the 
need for circumcision although less phimosis or 
redundancy is present. 

1. If the patient is quite adipose, a circum- 
cision could be indicated although she has less 
anatomic defect. Obstruction by the adjacent 
tissues adds to her problem. This operation may 
help cure her adiposity by relieving psychoso- 
matic factors. 

2. If the husband is unusually awkward or 
difficult to educate, one should at times make the 
clitoris easier to find. 

3. If the clitoris is quite small and is difficult to 
contact, a circumcision might help by making it 
more accessible. 


RELATIVE CONTRAINDICATIONS 


On the other hand, there are relative contrain- 
dications that make one more cautious and more 
selective in deciding to operate, for example: 

1. Frigidity from psychologic causes, such as 
fear of pregnancy, early adverse training and ex- 
periences. . 

2. Incorrect attitude of patient or husband con- 
cerning desire to be helped, factors of abnormal 
Jealousy, excessive psychoneurosis. 
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Percentage of Favorable Results 


What percentage of favorable results can be 
expected when the previous indications are 
followed? To determine this percentage, a ques- 
tionnaire (Figure 1) was sent to women whom I 
had circumcised within the past 15 years. One 
hundred twelve questionnaires were completed 
and returned. (Figure 2) gives the results ob- 
tained. A greater proportion of poor results oc- 
curred in early cases, giving evidence that my 
indications have improved. If cases are carefully 
selected, one should expect 85 to 90 per cent to 
show satisfactory improvement. This percentage 
could not be expected without adequate instruc- 
tions to both the patient and her husband. When 
the anatomic problem is borderline, this instruc- 
tion should be given before performing a circum- 
cision in order to avoid unnecessary surgery. 

The woman should be taught to develop 
voluntary control of the vaginal constrictor mus- 
cles. The judicious use of testosterone or stenedial 
to increase the sensitivity and size of the clitoris 
might be indicated. 

Advice concerning the male and female “‘libido 





FIGURE 2. 


Questionnaires Received: 112 





73 had never 39 had experienced 
experienced an orgasm 
an orgasm with difficulty 
87.6% 87.5% * 
12.4% 12.5% | 
9 Not 64 5 Not 34 
Successful Successful Improved Improved 
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Female Circumcision, 
Indications 
and a New Technique 


curve” (Kinsey report) often helps to relieve a 
common worry of young wives. The interest and 
cooperation of the patient might be stimulated 
by a few words expressing the fact that it is a 
privilege (not a duty) to enjoy one of the greatest 
physical pleasures. 

The husband must be instructed in female 
anatomy, proper body position, trituration to de- 
velop desire, and such psychologic considerations 
as patience, atmosphere, kindness, affection, 
foreplay and other pointers suggested by his 
personality. 


INSTRUMENT FOR FEMALE CIRCUMCISION 


FIGURE 38. Jaws closed. 


FIGURE 4. Jaws open. 


Note adjustment screw on tip of handle to adjust the pressure 
applied by the jaws. After the surgeon clamps the instrument, 
it remains in place without effort. The instrument is seven 
inches long. 
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Technique of Circumcision 


It seems that such a relatively minor procedure 
should not require much detailed description. 
However, the fear of scar tissue formation, bleed- 
ing and the lack of a descriptive technique in the 
usual surgery texts, might prevent some physi- 
cians from attempting it. A few lines will be de- 
voted to my previous technique, then a more 
simplified technique will be described. 

Allow two weeks before the next menstrual 
period. Give 34 gr. seconal one-half hour prior to 
surgery. Trilene inhalation makes the injection of 
2 per cent Xylocaine or Nesacaine less painful. 
Most of the injection for adequate anesthesia can 
be made from one point, starting at the mid-line, 
about one inch anterior to the edge of the prepuce. 
The first injection is made three-eighths inch 
deep, to each side of the clitoris (Figure 5). With- 
out removing the needle from the skin, the 
anesthetic is then injected subcutaneously to the 
base of the lateral attachment of the prepuce. 
The needle is then removed and injections are 
directed cephalad, as close as possible to the sides 
of the clitoris (Figure 6). This latter injection re- 
duces the discomfort of separating the phimosis. 
The clitoris itself is not injected. 

The prepuce is then freed with a blunt probe. 
More Trilene is occasionally needed at this time, 
but the rest of the surgery should be painless. The 
operative area is resterilized. 

In the past, two long mosquito forceps were 
used to help perform the circumcision. They 
maintained the proper relationship of the internal 
and external skin layers and controlled the bleed- 
ing prior to suturing. Because the procedure was 
technically difficult and time consuming, I de- 
veloped a clamp to be used for the procedure 
(Figures 3 and 4). 


CLAMP FOR PROCEDURE 


This instrument is seen with jaws open in 
Figure 4 and closed in Figure 3. It is simply a 
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FIGURE 5. Site of entry for the first four injections. FIGURE 6. Injecting close to each side of clitoris. Site of 
clitoris marked with dye. 








an, 7. Phimosis freed, redundant prepuce clamped four FIGURE 8. Excision prepuce within clamp. 
Or jive Minutes. 
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Indications 
and a New Technique 





FIGURE 9. Appearance before removing clamp. 





FIGURE 10. Clamp removed. Compare with Figure 5. 
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“vice-grip”’ pliers with strong, specially designed 
jaws for this procedure. After opening, the lower 
triangular plate or jaw (which is not perforated), 
is placed under the prepuce and the jaws are par- 
tially closed. A tooth thumb forceps is then used 
to reach through the hole in the upper jaw and 
pull the desired amount of prepuce into the 
clamp (Figure 7). The adjusting screw on the 
handle of the pliers can be turned to adjust for 
the various thicknesses of prepuce before the 
pliers are clamped. The cam action not only 
exerts adequate pressure to compress the tissues 
at the narrow lower edge of the upper jaw, but 
also sets itself so that no more force is needed by 
the operator. 

After a lapse of five minutes, the surgeon uses a 
scalpel to excise the prepuce within the upper 
jaw, being careful to stay close to the inner wall 
of the clamp (Figure 8). After the triangular piece 
of excised prepuce is removed, only the lower 
blade can be seen (Figure 9). The jaws are then 
opened and the clamp removed. On a thin pre- 
puce, sutures are not necessary (Figure 10). 
When there is a doubt whether they are needed, 
however, the edge is reinforced with a few 5-0 
plain catgut sutures on an atraumatic needle. 
This technique is extremely simple, accurate and 
bloodless. It has given excellent results because 
of the reduced healing time and absence of scar 
tissue. 


POSTOPERATIVE TREATMENT 


To prevent recurrence of the phimosis until the 
raw surfaces are healed, a special preparation is 
applied to these surfaces after surgery. This is a 
wax containing Benzocaine 5 per cent and Ter- 
ramycin 3 per cent. This preparation is heated to 
the melting point in its containing tube before 
being used. 

The patient is seen every two or three days 
for the purpose of keeping the adhesions free. 
Empirin and codeine, or Percodan, is given for 
postoperative discomfort. If the surgery is done 
on Friday morning, the patient can return to 
work on Monday. Complete recovery requires 
approximately ten to 14 days. 


A coupon for ordering a bibliography accompanyin 9 this 
article may be found adjacent to or near the Index to Advertisers. 
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Our mechanized way of life makes physical activity 

less and less necessary, but no less important for normal, 
healthful living. The authors urge physicians to appraise 

their patients’ muscle status as part of their routine examinations, 
and to prescribe appropriate physical activity. 

Their advice is underscored by research on “‘hypokinetic diseases”’ 
and by follow-up studies on correlation between inactivity 

and minimum muscular fitness. 


Role of Exercise in the Prevention of Disease 


HANS KRAUS, M.D. 


Associate Professor of Physical 
Medicine and Rehabilitation 
New York University 

New York, New York 


FOLLOW-UP STUDIES in the field of therapeutic 
exercises have convinced us that many ortho- 
pedie disabilities and neuromuscular tension 
syndromes are due to underexercise. 

The mechanized way of our lives has created 
the “substrength individual’ who, at the same 
time, becomes the “‘supertense person.”’ 

The substrength individual compares to the 
well-exercised one as follows: The physically 
active individual has low neuromuscular tension, 
low absolute and relative weight, low blood pres- 
sure, low pulse rate, greater adrenocortical re- 
serve, greater muscle strength and flexibility, and 
greater vital breathing capacity. 

The physically inactive individual shows signs 
of aging earlier in life. He exists physiologically at 
a lower potential and is less well equipped to 
maintain homeostasis and to meet daily stresses. 
This low level of function, combined with en- 
foreed suppression of the “‘fight and flight” re- 
sponse, enhances the incidence of disease. If physi- 
cal activity drops below a certain minimum, 
weight increase becomes unavoidable unless ca- 
lorie intake is stringently restricted. 
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WILLI NAGLER, M.D. 


St. Francis Hospital 
Poughkeepsie, New York 


SONYA WEBER, D.sc. 


Columbia University Medical School 
New York, New York 


Review of ‘Hypokinetic Disease’ 


We shall precede a report of our own observa- 
tions with a brief review of conditions which we 
have referred to as “hypokinetic disease,’”’ prev- 
alent in the physically inactive. 

In an analysis of death and disease among 
certain professions in England, Morris and others 
concluded that death from coronary heart disease 
occurred with more than’ twice the incidence 
among the physically less active. Also, once 
coronary disease did strike, sudden mortality was 
much higher among the less active. Further evi- 
dence that the heart of the active individual is a 
functionally better heart than that of the seden- 
tary, has recently been published by Raab (1958). 

Other “‘hypokinetic diseases’? more prevalent 
in the inactive groups are duodenal ulcer and 
diabetes. 

Exercise, both general and specific, is of thera- 
peutic value in many internal diseases. In dia- 
betics it is well known that steady physical ac- 
tivity greatly reduces insulin requirement. That 
it is possible for diabetics to maintain even 
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FIGURE 1. Position: Lying supine, hands behind neck. Ex- 
aminer holds feet down on table. Command: “Keep hands 
behind neck, roll up into sitting position.” 


strenuous physical activity has been amply 
demonstrated by several athletes prominent in 
sports. 

Studies at West Point have shown that there is 
considerable interaction of physical fitness and 
emotional stability. 

Inhibition of “fight and flight’”’ response causes 
increase of local muscle tension, a mechanism 
which contributes to several orthopedic condi- 
tions such as painful stiff necks, shoulders and 
backs. This condition is well illustrated by find- 
ings of a recent study in which the authors in- 
vestigated the action currents of painful stiff 
muscles. 

The fact that sedentary life may lead to back 
pain was first observed by us when treating pa- 
tients in a clinic for low back ailments: 

Follow-up studies have show that when many 
patients are given therapeutic exercises to 
strengthen their weak muscles and limber their 
stiff back and hamstring muscles, they will im- 
prove and will remain symptom-free until the 
muscles again lose strength and flexibility. A 
regimen of exercises or adequate physical activity 
will frequently keep the patients’ backs free from 
discomfort. 


Studies in Mechanized Countries 


The fact that highly developed and highly 
mechanized countries have to be aware of the 
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FIGURE 2. Position: Lying supine, hands behind neck and 
knees bent. Examiner holds feet down on table. Command: 
“Keeps hands behind neck and roll up into a sitting position.” 


dangers of sedentary lives has been shown by 
comparative studies. In these studies, simple 
tests for strength and flexibility of key posture 
muscles were given to school children between 
the ages of 6 and 16 (Figures 1, 2, 3, 4, 5 and 6). 

It was shown that children in highly mecha- 
nized countries (USA) failed these tests in a much 
higher percentage than children in other coun- 
tries where mechanization had not progressed so 
much and where they were forced by their way of 
life to use their muscles much more than here. 
The strength of these tested muscle groups largely 
depends on the use of the body—physical ac- 
tivity. Flexibility is to some extent a measure of 
balance between tension and tension release. 
Tests for minimum muscular fitness may, there- 
fore, be used to appraise whether the individual 
is sufficiently exercised or whether he belongs to 
the underexercised group exposed to“hypokinetic 
disease.”’ 

That the state of underexercise increases with 
increase of mechanization has been shown re- 
cently by repeated examinations of children and 
adolescents between the ages of 6 to 19 at the 
same geographic location. The children examined 
were students visiting the Franz Dom Apprentice 
School in Vienna and the Apprentice Workshops 
of Austrian Workers Union at Cappworth and 
Mittelwald. The first examination was done in 
1954, and two were conducted later, in 1956 and 
1958 by Dr. W. Nagler. A group of children 
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FIGURE 3. Position: Supine with hands behind neck, and legs 
estended. Command: “Keep knees straight and lift feet ten 
inches off the table for ten seconds.” 


coming from the same social economic levels was 
tested in 1952. The results were as follows: 


Incidence of 





Number Failure Failure 
Year Tested (Per Cent) (Per Cent) 
1952 678 9.50 9.70 
1954 2,226 9.45 11.25 
1956 2,261 11.08 13.90 
1958 2,181 15.20 17.30 


While the tests in 1952 to 1954 show no sig- 
nificant increase, the increase in test failures is 
considerable between these years and 1956 and 
1958. This is significant for both failures and in- 
cidence of failures, the latter figure giving an ap- 
praisal of the degree of muscle deficiency. 

The activities of the tested children had 
changed substantially between 1954 and 1958. 
While around 1952 and 1954 physical activities 
including football, bicycling, hiking, etc. were 
prevalent, sedentary entertainment including 
movies, T.V. and juke boxes were prevalent by 
1958. The bicycle had been replaced by the 
motorscooter; spectator sports had increased 
considerably and active participation had dropped 
a much. The above-mentioned schools had pur- 
posely installed T.V. and had started showing 
movies to keep the juveniles at home evenings 
and weekends, thereby contributing to the trend 
toward physical inactivity. The results are 
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FIGURE 4. Position: Lying prone, with pillow under abdomen, 
hands behind neck. Examiner holds feet and hips down. Com- 
mand: “Raise trunk and hold for ten seconds.” 








FIGURE 5. Position : Prone over pillow. Examiner holds back 
and hips. Command: “Lift legs up, hold for ten seconds.” 














FIGURE 6. Position: Stand erect in stocking or bare feet, hands 
at sides. Command: “Put feet together, keep knees straight, 
lean down slowly, see how close you can come to touching the 
floor with fingertips.” 
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Number of Persons Incidence of Failure 
Failing Test NUMBER OF TESTS FAILED 
17.3% 
15.2% oF 
t 13.9% 
11.03% 11.25% 
9.45% 
i 
1954 1956 1958 1954 1956 1958 


FIGURE 7. An increase of persons failing the test, and number 
of tests failed by each group (incidence of failure). 


demonstrated in Figures 7, 8, 9, 10 and 11. It is 
interesting that in all these figures the upper 
and lower graphs never meet, indicating that the 
increase of weakness and stiffness in 1958 as com- 
pared to 1956 and 1954 is consistent throughout. 

The important facts to remember are that the 
ability of the Austrian children to meet this sim- 
ple test has steadily decreased from 1954 to 1958. 
This concerns primarily the age groups between 
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7 and 17. A comparable group in 1952 tested ap- 
proximately the same as in 1954, and it is after 
that date that the activities of these children de- 
creased. 


Survey Reconfirms Studies 


The above statistical findings were supple- 
mented by a personal survey in the three pre- 
viously tested countries. Since the recent statis- 
tics at hand concern Austria, it may be interesting 
to find them supported by impressions of physi- 
cians and physical educators as well. 

Dr. Franz Orou, in charge of public health in 
Villach and surrounding district, surgeon for the 
Austrian railroad and physician in charge of 
police for the same area, found a very definite 
increase in the number of patients with low back 
complaints and posture difficulties, as well as an 
increase of tension syndromes in that area. He 
has the impression that the younger age groups of 
the population show very definite signs of lessen- 
ing muscular fitness and ability. 

Heinz Kowalski, president of the Austrian 
Sports Teachers Association, shares this impres- 
sion. The increase of sedentary and passive enter- 
tainment, as well as the increased use of transport 
facilities, especially cars and motorcycles, in his 
opinion are important factors. 

Similar observations could be made in Italy, 
where the bicycle has all but disappeared from 
the roads and is evidently completely replaced by 


HANS KRAUS, M.D. collaborated with Willi Nagler, M.D. and Sonya 
Weber, D.sc. in writing the accompanying article on exercise. Dr. Kraus 
is a graduate of Vienna University and is now associate professor of physi- 
cal medicine and rehabilitation, New York University College of Medicine. 
He has done a great deal of work in studies of physical fitness, having 
established the test for minimum muscular fitness used extensively with low 
back patients. These tests were later used for comparative studies of physi- 
cal fitness of children here and abroad. Dr. Kraus is a member of the Presi- 
dent’s Council on Youth Fitness. 


Volume XX, Number 3 GP 


Pei 


FIGURE 
ested ¢ 
between 
956. I 


visual ¢ 


In 
NUI 








FIGURI 


























Persons Who Failed Test 2+ Incidence of Failure 
UMBER OF TE “AIL / 
1958 e—— 24 + ” , = oe Vs \ 1958 e——e 
1956 @ - -e ’ 1956¢ --@ 
22 + / 
1954 e — ~ 1954¢— 
20 + J \ : 
aati bd A s ™~ 
P., “~~ F os wv \ 
oat \ 18 + vA is . \ 
~~" 4 - ® 
oe * 16 -——~< a , ™ 7 
| oe \ 
one « 144 / . ; \ 
Pe ‘. \ as 7 / § mu ~ » 
/ . Le oe ee Z \ a e / \Y-s © ‘ 
P « 12 + oo ~d / he 
/ g v wv ~ . Ns \ in ~ é 
e aa gree ~-3 ibe 7% 
© Ps ” . . 
a. — s 
[2-2 -e-¢ 93 ae ee 
. 
p | 
a4 
3 2 { 
3 
a 
1 T ! T T t T T —— 7 y r ——— 
ace FF DO Hit? 8 Mw Sb BM HT BC ie tk? 2 9 © - Se Re: BB BW lee 
FIGURE 8. Distribution percentage of failures with ages of FIGURE 9. The incidence of failure, giving a graphic picture of 
ested children. It is of interest that the increase of failures the degree to which each student failed. It shows again the 
between 1956 and 1958 is much greater than between 1954 and most noticeable increase between 1956 and 1958, and here it 
956. It was by 1956 that special efforts had been made by the can been seen that the person who failed the test failed it to a 
schools to keep the children within their confines by increased much larger degree, namely by showing several rather than 
wisual entertainment. only one failure. 
Incidence of Failure in Elasticity 2 7 Strength Failures 
NUMBE > ; : | NUMBE > TESTS FAILE 
UMBER OF TESTS FAILED witli om | NUMBER OF TESTS FAILED nn exc 
1956¢@ --e 1956 @ --e« 
22 + 
1954e — 1954¢ — « 
20 + 
18 + 
16 + 
» 14 + 
a 
| NY ... te é 12+ 
s / . ~ 
| / Le a ¥ . e 10 + i >a 
J. ¥ at ae ee “Sete. 
: ee ae ‘io? ae} 8+ ~<a ys 8 ~ o—-e. 
‘ = 4 oe ---« « ~—— -* 
Pte N -? - « = 
q « Oe ~e “ 
ae cf 8 6+ Pn ” ~ / _ \e . 
- ~d, e—tiuy et-—J Tie. A e-- -> x 
oa s ca me ye jm = 
¢ e's w? ‘\ “il ~» 
b - = Ww 
. & 2+ 
2 é 
~ 7 T T T T ain T T i: Ya T T T T T been. T 7 
IS, ee ae ee ee Age oe C€ . 8 2 13 we ow 8 oe 


FIGURE 1(). Failures of elasticity. 


GP 


September 1959 





FIGURE 11. Strength failure. 


125 











Role of Exercise 
in the Prevention 
of Disease 


buses and motor vehicles, ranging from motor- 
scooters to cars, and where the large number of 
hikers that once could be found on almost all 
secondary roads, mountain passes and hills has 
dwindled to a small number. By contrast, the 
roads and places that can be reached by motor 
transportation are overflowing with people. 

An interview with Dr. Ernst Braun, who had 
just retired as head of public health in the City of 
Zurich, Switzerland, was of interest. Dr. Braun 
noted the same trend in Switzerland but thought 
that the line was still barely held, thanks to very 
strict measures adopted by the public schools of 
Zurich. 

There one hour of formal exercise per day was 
still required, and games, considered ‘‘candy,”’ 
are given only in addition to these basic re- 


quirements. Provisions for adequate movement 
space and for physical activities in every school 
building are incorporated in every local city 
ordinance. 

These facts reconfirm our impression that our 
sedentary lives lead to decrease of strength and 
flexibility of our muscles. In the light of the pre- 
viously mentioned reports, the problem of inac- 
tivity becomes more and more urgent. In his 
paper, “The Pediatrician’s Role in Physical Fit- 
ness of Youth,” 1959, Dr. Kenneth Lane stresses 
the need of the pediatrician to appraise the 
strength and flexibility of his patient as a stan- 
dard additon to his routine examination. His 
recommendation should be extended to the 
general practitioner who should appraise the 
muscle status as part of his general check-ups. 





FEMALES 





(L. P. White, 
New England J. Med., 
260:789, 1959.) 
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that melanoma is subject to hormonal influences, 
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of Pulmonary Hy . 
Membrane ( ( 
\) 


JACK CURRY REDMAN, mp.) | 


Albuquerque, New Mexico 


Each of the many theories on the origin 

of the hyaline membrane has merit. 

This new theory proposes an important role 

for the flat or head-down position in susceptible 
newborns—compromising the cardiorespiratory 
system and leading to pulmonary exudate. 

A small series of observations tends to support 
this notion. The head-elevated position, 
combined with meticulous attention to other aspects 
of premature labor, may be a significant 
prophylactic measure against pulmonary 
hyaline membrane disease. 
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PULMONARY hyaline membrane disease of the 
newborn exacts an annual toll of some 20,000 
babies in the United States. It has been esti- 
mated to be the cause of death of more than half 
of the premature babies who die. It occurs mainly 
in prematures, in babies delivered by Cesarean 
section, and in babies delivered of diabetic moth- 
ers. Clinically it is characterized by the develop- 
ment of progressive respiratory distress. Sternal 
inspiratory retraction, grunting on expiration, 
tachypnea and cyanosis usually develop in that 
order, and usually are evident within the first six 
hours of life. 


Etwologic Theories 


The etiology of hyaline membrane disease has 
been the subject of many excellent papers in the 
past. In 1956, Gitlin and Craig, and Neustein and 
Van Breeman, demonstrated that the membrane 
itself was composed of fibrin. This provided a val- 
uable piece in the etiologic puzzle, and made pos- 
sible the following theory of formation as pro- 
posed by Gitlin and Craig: 

1. Effusion from the pulmonary circulation re- 
sults in the presence of fibrinogen in the alveoli. 

2. Thromboplastic material in aspirated am- 
niotic fluid enhances the conversion of fibrinogen 
to fibrin. 

3. Syneresis of the network of fibrin occurs to 
form a membrane. 

Stevenson and Laufe had previously demon- 
strated that in guinea pigs, intratracheal injec- 
tion of human plasma resulted in intrapulmonary 
exudation of fluid, and pulmonary vascular en- 
gorgement. They also demonstrated that intra- 
tracheal injection of human amniotic fluid in 
guinea pigs resulted in atelectasis. They theorized 
that a thromboplastinlike activity of amniotic 
fluid might aid in clotting the pulmonary exu- 
date. 

It was Lendrum who first suggested one of the 
most logical theories as to the origin of the pul- 
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monary exudate. He suggested that the pulmon- 
ary hyaline membrane was actually a manifesta- 
tion of left heart failure. In addition to his theory, 
Lendrum made what may prove to be the most 
important suggestion regarding prophylaxis when 
he said that the syndrome might be prevented, 
“if the handling and position of the baby are so 
planned as to avoid overloading the thoracic 
veins and the pulmonary circulation.”” He recom- 
mended that for the first two days of life the posi- 
tion of the newborn baby should be “such that 
any excess venous blood would accumulate below 
the diaphragm and not above the diaphragm.” 

From the foregoing discussion it is obvious that 
the main etiologic unknown is the origin of the 
pulmonary exudate. Is it the result of aspirated 
amniotic fluid? Is it the result of left heart fail- 
ure? Is it, as Lynch and Mellor suggested, a se- 
cretion from the lining cells of the terminal bron- 
chioles and alveolar ducts? All of the proposed 
theories of origin of the pulmonary exudate are 
sound, and each certainly has its merits. 


A New Theory 


In 1957, I added still another etiologic theory. 
I suggested that probably the greatest factor in 
the development of pulmonary hyaline mem- 
brane disease has been iatrogenic, and that the 
disease could be prevented if susceptible new- 
born babies (prematures, those delivered by Ce- 
sarean section, and those delivered of diabetic 
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mothers) were kept in the head-elevated position 
immediately after birth. According to this theory, 
the placing of susceptible newborns in the flat or 
head-down (“‘postural drainage’”’) position com- 
promises their marginally-adjusted respiratory 
and cardiovascular systems. The pulmonary exu- 
date develops as a result of respiratory and car- 
diovascular insufficiency which is caused by the 
adverse effects of gravity on babies in these 
positions. 

It seems to me that hyaline membrane disease 
represents the organization of a pulmonary exu- 
date which develops as a result of pulmonary hy- 
pertension, this being secondary to the disturb- 
ance in respiratory dynamics produced by im- 
proper positioning of the susceptible newborn. 
Whether or not an element of heart failure exists, 
the most important prophylactic measure is 
keeping these babies in an elevated position be- 
ginning at the delivery table, and continuing 
until adaptation to the external environment has 
taken place. 


Study of Effects of Position 


In February, 1959, results of my study on the 
effects of the head-elevated position were pub- 
lished. Among 36 babies that were delivered by 
Cesarean section, 18 were elevated and 16 were 
placed flat in their incubators. Two babies were 
placed in the head-down position. In the “flat 
group,” three of the babies died of hyaline mem- 
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brane disease. There were no cases in the “ele- 
vated group.” 

Among 93 prematures delivered vaginally, 30 
were elevated and 62 were placed flat in their 
incubators. One was placed in the head-down 
position. In the “flat group,’’ seven (11 per cent) 
babies developed hyaline membrane disease. Six 
died. In the “elevated group,” two (7 per cent) 
babies developed hyaline membrane disease and 
died. 

The over-all death rate in the ‘‘flat, vaginal’’ 
group was 24 per cent, while in the “elevated, 
vaginal’”’ group it was 13 per cent. In the “‘flat, 
section”’ group the over-all death rate was 19 per 
cent; in the “elevated, section” group it was 11 
per cent. There was not a case of resorptive 
atelectasis in the elevated group. 


INTERPRETATION 


Even though the series reported was small, 
these results may have significance with regard to 
the problem of pulmonary hyaline membrane dis- 
ease. It is possible that a certain degree of focal 
atelectasis exists in the newborn premature’s 
lungs, the degree being related to the length of 
gestation, as well as to the route of delivery. If, 
after delivery, these babies are placed flat or 
head-down, the already compromised respiratory 
system may be further compromised by nothing 
more than the force of gravity. This, then, would 
lead to increased expiratory effort (grunting 
respirations). 

At this point there is probably a considerable 
degree of spasm in the bronchial tree. Tachypnea 
develops, but adequate expansion of the lung 
does not occur, and there is sternal retraction. 
Resorptive atelectasis begins to develop, and, 
secondary to this, pulmonary hypertension. Next 
pulmonary exudation may occur. Previously as- 
pirated amniotic fluid may then interact with the 
exudate, and a membrane forms. It may also be 
that the pulmonary exudate in life is the mem- 
brane in death. 
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Proposals for Prophylaxis 


The following discussion is presented as an ap- 
proach to the prevention of pulmonary hyaline 
membrane in a premature infant. 

An adequate physical examination at the time 
of admission to the labor room is, of course, 
necessary. A good history will occasionally indi- 
cate the presence of factors that may have influ- 
enced the onset of premature labor. Special note 
should be made of ruptured membranes, and an 
attempt should be made to determine how long 
prior to admission they ruptured. 

The patient in premature labor should be in- 
formed of the special measures that are necessary 
in the conduct of her labor. It should be stressed 
to her that all precautions must be taken to avoid 
depressing the baby’s central nervous system and 
his cardiovascular and respiratory systems. Thus 
the necessity for not utilizing analgesic drugs will 
be apparent to the mother. Most important of all 
is a calm, encouraging and reassuring attitude on 
the part of all delivery room personnel in contact 
with the patient. Thus the mother recognizes 
that her own attitude is of paramount import- 
ance in the labor and delivery. Of course, the 
latter statement is true of all parturient females, 
but is even more important in premature cases. 

The vulva and perineum should be prepared. 
Examination to determine cervical dilatation 
should be performed very carefully. Frequent 
auscultation of the fetal heart tones should be 
done, and any evidence of fetal distress should be 
watched for. Oxygen, usually at 4 1. per minute, 
should be given to the mother if there is any evi- 
dence of fetal distress. 

As the patient nears completion of the first 
stage of labor she should be discouraged from 
bearing down. She should be taken to the de- 
livery room before the cervix is completely di- 
lated in order that anesthesia, preferably local or 
regional, can be administered before the onset of 
the second stage of labor. As the head descends to 
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the perineum, a wide episiotomy should be per- 
formed. Outlet forceps should be applied, or the 
head should be controlled by hand pressure and 
allowed to cross the perineum slowly. This pro- 
cedure decreases the danger of tentorial tears. 
FIGURE 1. Photograph of the newborn premature infani placed After the baby’s head has been delivered, the 
on the mother’s abdomen with its head elevated. The cord mouth and oropharynx should be carefully as- 
to Had wintls the Daby % 1 Ete paoition. pirated. This should be repeated after the de- 
livery of the anterior shoulder. The baby should 
then be delivered so that the head is kept ele- 
vated at all times. The baby is then placed on the 
mother’s abdomen, with its head resting on her 
symphysis pubis, and its body and feet sloping 
downward toward the mother’s flank (Figure 1). 
The cord is tied while the baby is in this position. 
If the cord is too short, the baby should be held 
head-elevated as the cord is divided between 
clamps. After the cord has been cut, the baby 
should be placed in the crib (Figure 2) or incu- 
bator elevated 10° to 20° at the head. 


CARE IN THE NURSERY 


After the baby has been transferred to the 
nursery, it should be placed in an incubator, 
elevated 10° to 20° at the head, in a humidified 
atmosphere. Additional water mist is not neces- 
sary. Silverman and Andersen have shown that 
no practical benefit could be credited to the use 
of nebulized water-mist in the treatment of pre- 
matures. Wetting agents have similarly been 
shown to be of no benefit. 
The use of oxygen should be reserved for the 
treatment of severe cyanosis because the possi- 
bility exists that oxygen may, by its presence 
in concentrations greater than 20 per cent, stimu- 
late pulmonary exudation. If oxygen is used, 
however, its concentration should not exceed 40 
per cent. When no longer necessary, it should be 
re gradually decreased over a four- to six-hour 
"ae ee period. 
FIGURE 2. Photograph showing placement of the newborn pre- Some advocate the aspiration of the stomach of 
mature infant into a crib elevated 10° to 20° at the head. the premature on admission to the nursery. This 
(Photographs by C. E. Redman) procedure, while innocuous for the most part, 
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must be individualized. As a general rule, this 
probably should not be done because of the in- 
creased cardiovascular and respiratory activity 
of the baby during and subsequent to the pro- 
cedure. The danger of vomiting and aspiration 
while the baby is in the elevated position is vir- 
tually nonexistent. There has not been a single 
case of vomiting and aspiration in the 15 months 
that babies in our hospitals have been elevated. 

The baby should receive nothing by mouth for 
the first 24 hours. At the end of that time, it is 
usually possible to begin small feedings of glu- 
cose. Twelve hours later, formula may be offered. 
At the end of the first 48 hours, the baby usually 
will have adapted sufficiently well to permit 
lowering it to the horizontal position. It has 
been proved, however, that the very small pre- 
matures do much better if they are left in the 
elevated position for longer periods. Certainly 
there is no danger in doing so. 


CESAREAN SECTION BABIES 


The baby delivered by Cesarean section should 
be similarly treated. There are, however, a few 


additional aspects worthy of mention. The Cesa- 
rean section should be performed, when possible, 
under spinal anesthesia. The baby should be 
delivered slowly, and the mouth and oropharynx 
should be carefully aspirated before the baby 
begins to breathe vigorously. The cord should be 
clamped and cut as the baby is held in the head- 
elevated position. Ideally, it would seem best 
not to strip the cord of blood prior to clamping 
it, lest the baby’s circulation become overloaded. 
On admission to the nursery, the section baby’s 
stomach should be aspirated, and again in six 
hours. 

It is, of course, obvious that a great many 
variables exist in every case. The head-elevated 
position is certainly no panacea. Hewever, when 
this method is integrated with meticulous atten- 
tion to the conduct of premature labor, it may 
offer a safe and practical prophylaxis against 
development of pulmonary hyaline membrane 
disease. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Advertisers . 





WHAT OTHERS ARE SAYING... 


Fitting the Family Doctor for His Task 


“Insofar as we restrict our conception of medical education to the production of the 
‘safe doctor,’ and insofar as we define the ‘safe doctor’ as one who can recognize and 
refer the right patient to the right specialist, we shall fail in our task. We shall fail 
to fit the family doctor to provide real medical care for that majority of patients 
who either need not or should not be referred to specialists, or for those patients for 
whom much remains to be done to restore them to health after the specialist has made 
his brief, albeit sometimes dramatic, onslaught upon their illness in a manner which 
often suggests that to him the illness is more real than the patient.””—G. R. HArR- 
GREAVES, Psychiatry and the Public Health, p. 92. 
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The Body’s Response 
to Burning 


W. D. SNIVELY, JR., M.p. 


Evansville, Indiana 


A severe burn constitutes a dramatic insult 
to the human body. Its impact is felt on 
every major system. If the patient survives, 
he will quite likely carry scars, 

not only external but internal as well, 
through the rest of his life. 

To apply therapy one should understand 
the body’s response to burning 
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“Double, double toyle and trouble; 
Fire burne and cauldron bubble.”’ 
WILLIAM SHAKESPEARE 
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BURNS are three-dimensional wounds. Their 
depths affect not only the volume but the com- 
position of the fluid lost from circulation (Figure 
2). In burns of the first-degree, vasodilatation is 
the only important change. Burns of the second- 
degree involve more severe damage to the capil- 
laries and injury that extends deeper into the 
tissues. Blebs containing fluid are characteristic 
of second-degree burns, but a large amount of 
fluid can accumulate beneath the surface of the 
wound before visible swelling occurs. 

In burns of the third-degree the entire thickness 
of skin is destroyed. Capillaries close to the sur- 
face of the wound undergo thrombosis. There is 
no exchange of water and electrolytes in the 
eschar of a third-degree burn. Underneath the 
eschar, massive quantities of water and electro- 
lytes frequently lie sequestered. Figure 3 shows a 
second-degree burn. Figure 4 presents a third- 
degree burn. 


Effects on the Body Fluids 


Four major hazards plague the course of the 
severely burned patient during the first few days 
following a burn. All involve the body fluids 
(Figure 5). We have characterized them as the 
burned patient’s ominous “four horsemen of 
disaster.”” They include losses of body fluids, 
shock, renal depression and remobilization of 
edema fluid. These immediate aftermaths of a 
burn are closely interrelated. 


FOUR HORSEMEN OF DISASTER 


1. Losses of Body Fluids. Plasma, interstitial 
fluid and blood (a suspension of red cells in the 
plasma) are lost during a burn. These fluids are 
lost in several ways. 

First, a plasma-to-interstitial fluid shift of 
water and electrolytes occurs in the region of the 
burn (Figure 6). Clinically, the shift results in 
edema. The magnitude of this shift depends upon 
the area of the burn and upon its severity. During 
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FIGURE 2. 


FIGURE 3. 





FIGURE 4. 





FIGURE 5. 





FIGURE 6. 
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FIGURE 7. 





FIGURE 8. 





FIGURE 9. 
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the first day or two, in burns of more than a quar- 
ter of the body’s surface, the volume of the edema 
fluid may equal one-half of the total volume of 
the extracellular fluid. More than this volume of 
edema fluid does not usually accumulate regard- 
less of the area of the burn. If it does, the patient 
rarely survives. 

Consider a specific example (Figure 7). An 
adult with a body surface area of 1.75 square m. 
who would weigh about 150 pounds, has about 
10.5 1. of extracellular fluid of which about 2.5 1. 
is plasma. Should he sustain a 50 per cent burn, 
the volume of edema fluid formed during the first 
day or two would approximate 5.25 1. This 
quantity exceeds the total plasma volume of the 
patient. Obviously all of the edema fluid is not 
derived from the plasma: Some comes from the 
body cells, some from administered fluids. 

Second, a protein-rich fluid is lost through 
leakage of about equal amounts of plasma and 
interstitial fluid from the burned surface (Figure 
8). The amount of fluid lost in this manner is 
proportional to the skin area burned in second- 
degree burns up to 50 per cent of the body sur- 
face. Such losses do not increase appreciably in 
burns of more than 50 per cent. Fluid losses by 
way of the surface are largely limited to second- 
degree burns. The desiccated eschar of a third- 
degree burn minimizes such losses. 

A third source of fluid loss is leakage of blood 
from the damaged capillaries and small blood 
vessels of the burned surface (Figure 9). Addi- 
tional blood is lost through thrombosis occurring 
in the region of the burn. Some is lost with dress- 
ing changes. These losses are the more serious be- 
cause bone marrow depression and nutritional 
deficits frequently inhibit blood regeneration. 
The amount of blood lost during the first two 
days rarely exceeds 20 to 30 ml. per pound of 
body weight. 

Finally, the burned patient has losses of fluid 
not related to the burn (Figure 10). Water lost as 
insensible perspiration and urine equals about 
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1,500 ml. per square meter of body surface per 
day. More is lost if fever is present. 

2. Shock. The danger of shock hovers over the 
badly burned patient during the critical first two 
or three days (Figure 11). The causes of shock 
include pain, fear and the decrease in plasma 
volume. Its clinical picture of pallor, apprehen- 
sion, falling blood pressure, cold clammy skin and 
rising pulse rate is all too familiar to the physician. 

8. Renal Depression. Depression of kidney 
function frequently occurs in severe burns as the 
result of decrease in plasma volume, residual 
disorders such as chronic disease of the heart or 
kidneys, or kidney damage from such effects of 
the burn as anoxia and hemoglobinuria (Figure 
12). Unless such depression of kidney function is 
corrected, it will lead to such fluid imbalances as 
potassium excess, extracellular fluid volume ex- 
cess, base bicarbonate deficit (metabolic acidosis) 
and the accumulation of metabolic waste prod- 
ucts such as urea. Temporary renal depression, a 
functional disorder, is to be distinguished from 
organic damage to the kidney by the burn. If the 
kidney is damaged to the extent that its regula- 
tory functions are seriously impaired, the prob- 
lems of therapy are usually insurmountable. 

4. Remobilization of Edema Fluid. Remobiliza- 





FIGURE 11. 





FIGURE 12. 





FIGURE 10. 
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tion of edema fluid represents an interstitial 
fluid-to-plasma shift of water and electrolytes 
which begins on the third, fourth or fifth day @jindi 
after burning (Figure 13). It is accompanied by M§seri 
diuresis and usually lasts three days or more. Re- 
call that the volume of edema fluid in a burn may 
equal or exceed the total normal plasma volume. 
As this fluid shifts back into the plasma from the 
interstitial fluid, fatal acute pulmonary edema 
may occur because the heart and kidneys are not 
capable of handling the volume of water and 
electrolytes added to the vascular system by 


remobilization. 
FIGURE 14. 


CLINICAL GAUGES OF FLUID DEFICIENCIES 


Thirst is an early symptom following a burn 
(Figure 14). The patient permitted unlimited 
quantities of water is in danger of developing 
electrolyte concentration deficit of the extra- 
cellular fluid because of simple dilution. Electro- 
lyte concentration deficit has also been known as 
water intoxication, low sodium syndrome and 
hyponatremia. The clinical symptoms of this 
deficit may have been what was referred to as 
“early toxemia” in the literature on burns prior 
to 1940 (Figure 15). It is characterized clinically §: 
by headache, tremor, muscle twitching, blurring 
of vision, vomiting, diarrhea, disorientation, ex- 
cessive salivation and mania. Generalized convul- 
sions may occur. 

Vomiting may also be a sign of circulatory 
collapse, acute gastric dilatation or paralytic 
ileus. It is frequently observed in severe burns. 

Disturbances in the central nervous system in- 
clude restlessness, disorientation and maniacal 
behavior (Figure 16). They usually indicate that 
cerebral hypoxia exists and that fluid replacement 
should be intensified. Restlessness is frequently 
the first indication that therapy has failed to keep 
pace with fluid losses. It is a remarkably sensitive 
and useful sign. 

Pulse rate and blood pressure are not as reliable 

FIGURE 16. in evaluating the circulatory status in burns as 
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they are in hemorrhage (Figure 17). A normal 
pulse rate and a normal blood pressure do not 
indicate the absence of circulatory deficits, for 
serious fluid deficits may be present in burned pa- 
tients while these signs remain normal. Serious 
difficulty is certain when the pulse rate suddenly 
. Mincreases or the blood pressure falls. 

Urinary output, measured at hourly intervals, 
is the best single index of adequacy of fluid 
therapy (Figure 18). A urinary flow of 30 to 
50 ml. per hour is adequate for an adult. A 
volume of 10 to 20 ml. per hour for two or more 
hours indicates the need for more energetic 
therapy. A volume of 100 ml. per hour indicates 
overzealous therapy. 

The severely burned patient who is oliguric or 
anuric shortly after injury presents a special 
problem. Should the oliguria be considered as due 
- to renal failure caused by burn damage to the 
kidney, or should it be assumed that therapy has 
not been sufficiently intensive? This question is 
of practical importance since the accepted 
management for acute renal failure is rigid fluid 
restriction. Such fluid restriction spells disaster 
when applied to an inadequately treated patient. 
Acute renal failure accompanying thermal injury 
is rare when resuscitative measures have been 


FIGURE 17. 
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FIGURE 21. 





FIGURE 22. 





FIGURE 23. 
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adequate and vigorously pursued (Figure 19). In 
case of doubt, the odds are strongly in favor of 
oliguria or anuria being due to inadequate fluid 
therapy. Oliguria and anuria due to inadequate 
therapy are frequent. 

Pulmonary edema (Figure 20) may be caused 
by one or more of the following four factors: 

1. Excessive fluid therapy (Figure 21). 

2. Damage to the respiratory tract due to in- 
halation of noxious gases (Figure 22). 

3. Remobilization of edema fluid (Figure 23). 

4. Invasive infection (Figure 24). 

Signs and symptoms of invasive infection 
should be kept constantly in mind in treating 
severe burns, since these findings can be confuse 
with signs and symptoms of fluid imbalances and 
since infection requires intensive therapy in its 
own right. In invasive infection the temperature 
is usually high, 104 to 107° F. by rectum (Figure 


25). It is rarely below 102° even though anti-fi 


pyretics and cold sponges have been used. The 
pulse is rapid and regular, tending to be of good 
quality. The electrocardiogram shows a sinus 
tachycardia with a rate of 140 to 170 per minute. 

Oliguria occurs in severe infections (Figure 26). 
Paralytic ileus is a common and most distressing 
finding. It prevents gastrointestinal feeding and 
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thus hastens debilitation. Disorientation may 
occur; its severity tends to parallel the height of 
the fever. In severe infections there may be a 
bleeding tendency manifested by petechiae, 
ecchymoses, oozing from the wounds, and mild 
jaundice. A blood culture is indicated in any 
burned patient whose rectal temperature is 103° 
F.or higher. If a high fever persists, blood cul- 
tures should be obtained repeatedly. 


Metabolic Effects 
LOSS OF PROTEIN 


The importance of protein in the body economy 
1as been receiving mounting emphasis during the 
past 20 years (Figure 27). It is the chief source of 
the “raw materials of growth.” It has been aptly 
termed the “keystone nutrient.’”’ The severely 
burned patient suffers the double penalty of an 
increased outpouring of protein, combined with 
restricted or even zero intake. Protein intake 
decreases or ceases as the patient’s food intake is 
curtailed. This factor is of less importance than 


.|the increased losses of protein during the early 


post-burn period. Some protein losses result from 
the destruction of tissues as a direct effect of 
burning. Larger quantities are lost in the wound 
exudate. Losses of 30 to 40 Gm. of protein per day 
into the wound exudate may occur in third-de- 
gree. burns with extensive granulating wounds 
(Figure 28). 

Protein malnutrition has baleful effects, not 
the least of which are impaired wound healing 
and decreased resistance to infection. Increased 
urinary excretion of nitrogenous waste products 
8 indicative of losses of protein. This reaches a 
maximum between the first and second weeks 
following the burn (Figure 29). The larger the 
burn and the heavier the patient, the greater the 
exeretion of nitrogen. Men usually excrete more 
than women (Figure 30). Patients malnourished 
before injury excrete less. 

An energetic, high-protein, high-caloric nutri- 
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FIGURE 26. 





FIGURE 27. 
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FIGURE 28. 


FIGURE 29. 


FIGURE 30. 










tional regimen, instituted within 48 to 72 hourgpinflue 
after burning, has substantially reduced thepsuch 
duration of negative protein balance (Figure 31) §caust 
Unless special efforts are made to achieve inges-gcalcl 
tion of such a diet, negative balance in a severelyg¥ 
burned patient can be expected to last for agavor 
month or more. It is quite possible for the patient#fP 
to slip over into a state of critical malnutrition}pop,. 
from which he can recover only with the greatest 
difficulty. Blocker has termed this state “burn 
decompensation.” large 

Osteoporosis represents a disturbance in the (Figu 
patient’s protein metabolism. The increased adre-J20rm 
nocortical activity associated with burns con-}Potas 
tributes to osteoporosis; so does immobilization, P28 t 
which eliminates the normal stimulus for boneg*ther 
formation (Figure 32). The extent of osteopo- Lact 
rosis in burns is directly related to the severityparm 
of the injury and to the length of immobilization. 


vu 
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Negative calcium and phosphorus balancesf{¥e 
have been noted in all burned patients on whom 
detailed studies have been made. High intakes of subse 
calcium, phosphorus and vitamin D increase the}®CU" 


excretion of calcium and phosphorus, but fail to We: 
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ur@uinfluence the negative balances of these minerals. 
thesuch high intakes are potentially harmful be- 
37) geause they cause a large urinary excretion of 
.fcalcium and phosphorus (Figure 33). Combined 
relygwith immobilization, these high intakes may 
r agfavor the development of renal calculi and ne- 
ient phrocalcinosis. 


ION} pp ASSIUM 


test 

urns During the first two or three post-burn days, 
large amounts of potassium pass out in the urine 
thel(Figure 34). The plasma levels of potassium are 
dre-qnormal or high despite these urinary losses. 
.on-Potassium administration must be avoided dur- 
ion,fing the first 48 hours following injury. On the 
onefother hand, the small amounts of potassium in 
)po- wey Ringer’s Solution are probably not 
rit narmful. 
nn Beginning about the fourth or fifth post-burn 
day, potassium retention occurs. The plasma 
potassium tends to be low. Potassium shifts from 
the extracellular fluid to the cells. The body re- 
nces}duires potassium during this period. 

nom After the initial losses of potassium and the 
5 of Subsequent period of retention, a third phase 
thefoccurs in which the body behaves as though it 
i] tofWere saturated with potassium. It excretes 
potassium in an amount equivalent to the intake 
plus the amount of potassium liberated by tissue 
breakdown. In limited burns this third phase may 
not be observed. 


FAT 


Extraordinarily large fat losses may occur 
Post-burn. In a severely burned patient, the 
early fat loss may average as much as 600 Gm. 

| per day, equivalent to more than a pound of 
| butter (Figure 35). The amount of body fat 
metabolized depends on the nutritional regimen 
sed. An energetic feeding program tends to 
“iminish losses. By some unknown mechanism, 
he severe burn increases the body’s energy re- 
uirement to an enormous extent. 
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FIGURE 35. 





FIGURE 36. 





FIGURE 37. 
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HORMONAL IMBALANCE 


Metabolic alterations that follow burns are in 
fluenced by changes in hormonal balance (Figur 
36). Nevertheless, the metabolic abnormaliti 
demonstrated by balance studies cannot be ex 
plained by changes in the known functions o 
endocrine glands. The over-all metabolic r 
sponse to a burn is exceedingly complex. Th 
problem is not resolved by attempting to ascri 
this response to hyperfunction or hypofunctio 
of any single endocrine gland. 

The characteristic triad of the alarm reactio 
of Selye is often seen in burns. This include 
adrenocortical hyperplasia, lymphoid tissue in 
volution and acute gastrointestinal ulcerations 
Concerning the response of the endocrine gland 
to burning, the following general conclusion 
appear reasonable: 

1. Severe burns are characterized metabolically 
by profound alterations in protein balance and 
steroid metabolism. 

2. Since steroids are known to influence pro} 
tein metabolism, it is quite possible that altera 
tions in protein balance and steroid excretion | 





















directly related. 
3. Because many conditioning factors influen 
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the specific effects of the steroids, convincing 
cause and effect relationships are not yet 
evident. 

Menstruation often ceases in women sustain- 
ing severe burns and does not return until late in 
convalescence (Figure 37). Mild testicular atro- 
phy is quite common in men. 


VITAMINS 


The plasma ascorbic acid concentration is low 
in severe burns (Figure 38). When ascorbic acid 
is given intravenously, the urinary excretion of 
the vitamin does not increase as it does in healthy 
subjects. This may indicate increased tissue de- 
mands; hence, the rationale for administration of 
large doses of this vitamin as a supplement. It 
likewise appears that greater than normal quanti- 
ties of thiamin, riboflavin and nicotinic acid are 
required by burned patients. In contrast, supple- 
ments of vitamins A and D appear to be contra- 
indicated. 


Fuychologic Effects 


The severely burned patient suffers agonizing 
physical and emotional pain (Figure 39). Emo- 
tional instability leads to abnormal behavior 
(Figure 40). Some patients are noisy, loud and 
demanding; others are depressed, sullen and un- 
cooperative. Profound psychologic exhaustion 
may be observed, even in rugged individuals. 

Artz has emphasized the primary problems 
Which confront a recently burned patient 
(Figure 41). These are the threat to survival, a 
fear of disfigurement, prolonged physical discom- 
fort, frequent anesthesia and surgical procedures 
and a long, tedious convalescence. 

Separation of the patient from his home en- 
vironment deprives him of one of the main sources 
of emotional gratification at a time of great need 
(Figure 42). Loneliness leads to depression and 
self-pity. Some women interpret their injury as a 
threat to their capacity to be loved. The patient 
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FIGURE 39. 





FIGURE 40. 





FIGURE 41. 
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FIGURE 42. 





FIGURE 43. 





FIGURE 44. 
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whose livelihood depends on the use of his hands 
is tremendously disturbed by burns in that area. 
Patients who have been active in athletics are 
particularly alarmed by burns of their lower ex- 
tremities. 

Multiple, severe psychologic threats involved 
in a nearly fatal burn place a patient in the dan- 
gerous situation of being overwhelmed by physi- 
cally and emotionally painful stimuli (Figure 43). 
Major initial responses are repression and sup- 
pression of unpleasant thoughts, feelings and 
sensations. The patient’s attitude is that he will 
not think about these unpleasant things and he 
will not allow himself to have any feeling. He may 
so completely shun the reality of his problems as 
to present a grotesque clinical picture. Physicians 
should understand the adaptive mechanisms that 
burned patients use in an effort to meet their 
situations. 

Friendly personal contacts may help the pa- 
tient give up emergency repressive mechanisms 
and substitute constructive appraisal, planning 
and direct action (Figure 44). Many burned pa- 
tients are deeply discouraged, but they do exhibit 
a form of primitive, childlike faith in the ability 
of the physician. This faith needs to be stimulated 
by an attitude of genuine interest on the part of 
all attendants. Blocker has strongly urged that 
each day the physician should sit at the patient’s 
bedside, if only for a short time, and give assur- 
ance of his sincere concern. 

In summary, the body’s response to burning 
can be divided into local effects, effects on the 
body fluids, metabolic effects and psychologic 
effects (Figure 45). Understanding of these 
aspects of the body’s response to the supreme in- 
sult of a severe burn provides an excellent basis 
for the application of effective therapy. 





FIGURE 45. 
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Toxic Hepatitis 


HYMAN J. ZIMMERMAN, M.D. 


Chicago Medical School 
Chicago, Illinois 








Chemical agents may produce 

hepatic disease by acting as toxic agents 

or by hypersensitivity phenomena. 

Almost all of the drugs which produce jaundice 
appear to do so by a hypersensitivity mechanism. 
Drug-induced jaundice may be hepatocellular, 
simulating hepatitis; cholangiolitic, simulating 
obstructive jaundice; or mixed in type, 

with features of each. Therapy includes 
withdrawal of the agent and application 

of measures used in other types 

of acute hepatic disease. Adrenal cortical steroids 
have seemed useful in patients with impending 
coma, or in the cholangiolitic variety, 

with severe symptoms which do not appear 

lo be abating spontaneously. 
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HEPATIC DAMAGE may result from exposure to 
drugs and other chemicals by several mechanisms 
(Table 1). Direct toxicity may be presumed when: 
(1) the agent in question can be shown to be a 
protoplasmic poison; (2) the latent period be- 
tween administration of the agent and the occur- 
rence of jaundice is brief; (3) the administration 
of the compound regularly results in hepatic 
necrosis and other histologic abnormalities; (4) 
the type of hepatic abnormality is consistent 
and (5) the administration of the agent to ap- 
propriate experimental animals can be shown to 
produce hepatic damage. Examples of agents 
which fulfill these criteria are listed in Table 1. 

The concept of indirect toxicity may. be applied 
to agents which produce hepatic damage by 
diverting or blocking essential nutrients or me- 
tabolites, thereby producing liver disease through 
a conditioned nutritional deficiency. Hepatic 
necrosis which occurs in animals given brom- 
benzine or ethionine may result from “binding” 
of cystine, or competitive inhibition with methi- 
onine, respectively. Toxic hepatitis occurring in 
individuals exposed to trinitrotoluene has been 
considered to be in this category (although re- 
cently this has been denied). There is no evi- 
dence, other than speculation, that indirect 
toxicity is the basis of any instances of drug- 
induced hepatic disease. 

Most examples of drug hepatotoxicity are 
considered to result from hypersensitivity to the 
agent. In Table 2 are listed the features which 
have led to this interpretation. Almost all of the 
drugs which produce hepatic disease do so by 
this mechanism (Table 1). Although it is possible 
that iproniazid and pyrazinamide also should 
be in this category, I believe that indirect tozx- 
icity may be the mechanism by which these 
agents are hepatotoxic. The testosterone deriv- 
atives (methyltestosterone, norethandrolone) 
also appear to produce jaundice by some me- 
chanism other than hypersensitivity. 

In Table 3, the drugs which produce jaundice 
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TABLE 1, 


Demonstrated or Hypothetic 
Mechanisms of Hepatotoxicity 


Chlorinated Hydrocarbons 
Carbon Tetrachloride 
Chloroform 


Phosphorus (Yellow) 


Mushroom Poisoning 
Amanita Phalloides) 


DIRECT TOXICITY 


Ethionine 
INDIRECT TOXICITY ~ Selenium 


Trinitrotoluene 


oa 


~ 


Antiepileptic Drugs (See Table 4) 

Arsenic Compounds 

Carbutamide 

Cincophen 

Chlorpromazine (Thorazine) 

Chlorpropamide (Diabenase) 

Dinitrophenol 

Gold Compounds 

HYPERSENSITIVITY <~ Metahexamide 

Para-aminobenzoyl Caffeine 
Hydrochloride 

Para-aminosalicylic Acid 

Phenylbutazone (Butazolidin) 

Sulfonamides 

Thiouracil 

Methiraazole (Tapazole) 

Zoxazolamine (Flexin) 





r 


Iproniazid ~ 
Pyrazinamide 
Methyltestosterone 
Norethandralone (Nilevar) 


MECHANISM UNCERTAIN 
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are classified according to the type of jaundice. 
The hepatocellular type of jaundice (Table 3) is 
characterized by necrosis of the hepatic paren- 
chyma. The thymol turbidity, thymol floccula- 
tion and cephalin flocculation are abnormal. 
There is marked elevation of the glutamic oxa- 
loacetic transaminase (GOT) and glutamic py- 
ruvic transaminase (GPT) values, but only mild 
to moderate elevation of the alkaline phos- 
phatase levels of the serum. These results and 
the nature of the jaundice (serum bilirubin level 
and partition, urine urobilinogin and bilirubin) 
are indistinguishable from those seen in viral 
hepatitis. Jaundice of this variety is seen in 
patients who have received cincophen, the anti- 
epileptic agents, phenylbutazone, iproniazid and 
pyrazinamide and other agents listed in the table. 

Cholangiolitic hepatitis is the term applied to 
that variety of hepatic disease which, in its 
laboratory aspects, mimics the jaundice due to 
obstruction of the extrahepatic library tree. 
Jaundice is often deep, and itching may be intense. 
The alkaline phosphatase level of the serum is 
moderately to markedly elevated (above 15 
Bodansky units) and the flocculation tests (thy- 
mol turbidity, thymol flocculation, cephalin 
flocculation) normal. Serum transaminase (GOT 
and GPT) levels are only moderately elevated, 
rarely exceeding 300 units per ml. Liver biopsy 
usually reveals little parenchymal abnormality, 
while the portal areas may show varying degrees 
of inflammatory cell infiltration. Agents that 
produce this type of hepatic damage are also 
listed in Table 3. 

The term “mixed” may be applied to those 
cases of drug jaundice which may have features 
of both the “cholangiolitic’”’ and “hepatocellular” 
types. These patients may have very high levels 
of alkaline phosphatase, but abnormal floccula- 
tion test results as well; or there may be both 
slight elevation of the serum alkaline phosphatase 
values and normal flocculation test results. Some 
agents produce mixed jaundice characteristically, 
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e.g., para-aminosalicylic acid, sulfonamide and 
thiourea derivatives. 


Recognition of ‘Toxic Hepatitis’ 


The diagnosis of drug-induced jaundice de- 
pends on the exclusion of coincident viral hepa- 
titis and of jaundice due to underlying disease 
which the patient may have. For example, an 
alcoholic patient who is given chlorpromazine for 
the treatment of anxiety, or antiepileptic drugs 
for ‘rum fits’’ may develop jaundice as a result 
of the drug, of the fatty metamorphosis and 
cirrhosis associated with his alcoholism, or as a 
result of coincident, syringe-transmitted serum 
hepatitis. 

Although distinguishing the precise cause of 
the jaundice in the individual patient may be 
difficult, attention to the epidemiologic, clinical 
and laboratory features may help. A high local 
incidence of viral hepatitis, exposure to known 
cases of hepatitis, or a history of inoculations or 
venipunctures increases the likelihood that the 
jaundice may represent coincident viral hepa- 
titis. The absence of these historic features in- 
creases the need to consider drug hepatotoxicity. 
Clinical evidence of drug hypersensitivity which 
May support the diagnosis of drug-induced 
jaundice include fever, rash, eosinophilia, leuko- 
penia, anemia or thrombocytopenia. Analysis of 
the type of jaundice may be helpful in recogniz- 
ing hepatoxicity, as in the case of the classical 
“cholangiolitic”’ jaundice resulting from reactions 
to chlorpromazine, methyltestosterone or organic 
arsenicals. On the other hand, hepatocellular 
jaundice resulting from toxicity may be indis- 
tinguishable from viral hepatitis. 

Search for serum factors which can produce 
agglutination of Rhesus monkey erythrocytes, 
recently described in patients with viral hepa- 
titis, may be useful in recognizing drug-induced 
jaundice. Approximately 80 per cent of patients 
with viral hepatitis yield a positive reaction with 
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this procedure. A negative result, therefore, might 
suggest that a particular episode of jaundice was 
not due to viral hepatitis. Further studies with 
this procedure are required before the diagnostic 
value can be determined. 

The recognition that jaundice is the result of 
drug administration, furthermore, is facilitated 
by knowledge of the incidence of hepatotoxicity 
with the agent in question. Thus, the observation 
that jaundice occurs in 1 to 2 per cent of patients 
taking chlorpromazine increases the likelihood 
that jaundice in a patient receiving this drug is 
related to the drug administration, while in the 
case of other “‘tranquilizers’’ with a lesser inci- 
dence of jaundice, the drug can be less readily 
incriminated. 

In an individual patient, after recovery from 
the jaundice, readministration of the agent in 
question may again provoke hepatic dysfunction 
or jaundice or produce no apparent toxicity. 


Prognosis 


The type of hepatotoxicity has a distinct bear- 
ing on the prognosis. The outlook is grave in 
patients with jaundice due to direct hepato- 
toxicity. Thus, carbon tetrachloride, phosphorus 
and mushroom (Amanita phalloides) poisoning 


TABLE 2. 


Evidence for Hypersensitivity 
in Many Types of Drug-Induced Jaundice 


1. Incidence similar to clinical allergies. 
2. Other evidence of hypersensitivity: 
a. Fever, rash, eosinophilia in blood and tissues. 
b. Time of onset suggests time for sensitization. 
c. Recurrence on challenge. 
d 


. Evidence in some patients that hyposensitization may occu 


when drug is continued. 
e. Not related to dose of drug. 


3. Not reproducible in experimental animals. 
4. Variable morphologic changes in the liver. 
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are all associated with a high mortality rate. In 
all three of these entities death is most often 
the result of hepatic failure, although renal lesions 
are usual and azotemia is frequent. It is well 
known that carbon tetrachloride poisoning is 
particularly likely to occur, and to produce severe 
disease, in the alcoholic patient exposed to this 
agent. 

The severity of the hepatic lesion in jaundice 
resulting from apparent drug hypersensitivity is 
related to the type of jaundice and the drug in 
question. In general, patients with a cholangio- 
litic abnormality rarely have a fatal outcome, 
while in drug-induced jaundice of the hepato- 
cellular type, the prognosis may be poor. 


Treatment 


The management of “‘toxic hepatitis’’ includes 
the principles that apply to the treatment of 
other hepatic disease. The drug, of course, should 
be withdrawn. When the jaundice is hepatocellu- 
lar, the patient should be treated by complete 
bed rest. The diet should be high in calories (ap- 
proximately 3,000 per day), with a moderate pro- 
tein intake (70 to 100 Gm. daily), high in carbo- 
hydrate (400 to 500 Gm. daily), with fat as 
tolerated. If evidence of impending coma de- 
velops, as manifested by lethargy, confusion, dis- 
orientation and a “flapping tremor,” protein 
should be severely restricted or withdrawn for 
several days. Poorly absorbed oral antibiotics 
(Neomycin) may be helpful in impending hepatic 
coma. Infusions of arginine glutamate may also 
be of benefit. We have been impressed by the ap- 
parent value of hydrocortisone or its congeners in 
the treatment of hepatic coma and have added it 
to the regimen of such patients. 

In “cholangiolitic” jaundice, similar principles 
apply, although hepatic failure is extremely rare. 
If jaundice is mounting and itching severe, adre- 
nal cortical steroids may alleviate the symptoms. 
In toxic hepatitis due to arsenic, antimony or 


148 





other heavy metals, demercaprol (British anti- 
lewisite, BAL) has been reported of value. 

Adrenal steroids, as indicated above, appear to 
produce significant clinical and biochemical im- 
provement in patients with drug jaundice. There 
is no clear evidence bearing on the effect of these 
agents in the eventual outcome of this or other 
varieties of intrinsic hepatic disease. It has been 
our practice to reserve these agents for patients 
with impending or established coma, or with 
intractable itching. 

Prevention of “toxic hepatitis” is difficult. The 
responsible drug should not be readministered, 
unless it is given as a diagnostic trial under con- 
trolled conditions. Patients receiving agents 
known to produce jaundice should have regular 
(weekly or biweekiy) determination of the urine 
bilirubin, and of the serum GOT and/or BSP 
excretion. Development of abnormality should, 
of course, lead to immediate discontinuance of 
the drug. While this program may prevent severe 
toxic hepatitis, there are many instances of 
jaundice progressing for periods of several weeks, 
even after the offending agent has been with- 
drawn. 


Analysis By Classes of Drugs 
DRUGS USED IN NEUROPSYCHIATRIC DISEASE 


These drugs include the psychomotor stimu- 
lants and the “tranquilizing” agents. Iproniazid 
(Marsilid), originally introduced as an antituber- 
culous agent, has been reported effective in de- 
pressive states. This drug, and related hydrazine 
derivatives, also amine oxidase inhibitors, have 
been incriminated in the development of jaun- 
dice. Of the tranquilizing agents, chlorpromazine 
has been implicated most frequently as a cause of 
jaundice. Another group of drugs known to cause 
jaundice are the antiepileptic agents (Table 4). 

Iproniazid Jaundice. A number of the patients 
who have been treated with iproniazid have de- 
veloped jaundice. Although the incidence of 
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TABLE 3. 


Types of Jaundice Observed in Drug Hepatitis 





Features Hepatocellular* Cholangiolitic* 
Clinical Simulates viral hepatitis Simulates obstruction 
Laboratory 
Alkaline Phosphatase <15 Bodansky units >15 Bodansky units 
Thymol Turbidity >4 units <4 units 
Cephalin Flocculation 3 to 4+ 0 to 2+ 
GOT 
GPT >300 units >300 units 
Histologic Abnormalities Parenchymal necrosis Parenchyma normal or only 
slightly abnormal 


Prognosis May be severe disease with 
mortality up to 20 per cent 
Drugs Producing: Antiepileptic drugs, Gold 


Usually benign disease, 
with death rare 


Arsenicals (organic) 


compounds, Carbutamide, Cincophen, Chlorpropamide 
Iproniazid, Metahexamide, Para-amino Dinitrophenol 


salycilic acid*, Phenylbutazone, 
Pyrazinamide, Sulfonamides*, 
Zoxazolamine 


Methyltestosterone 
Norethandralone 
Paraminobenzoy] caffeine 
Hydrochloride 
Thiourea derivatives* 


* When features of both hepatocellular and cholangiolitic types are present, we have called the jaundice 
“mixed” type. Drugs which tend to produce the ‘‘mixed”’ type are indicated by the asterisk. 


jaundice in patients receiving this drug has not 
been established, it has been estimated to be as 
infrequent as one in 4,000 patients or as frequent 
as one in 100. No clear relationship between dose 
of the drug and the occurrence of hepatotoxicity 
has been apparent. Most patients who develop 
hepatic disease have received the drug for at . 
least three weeks. The jaundice appears to be 
hepatocellular in type, with abnormal thymol 
turbidity and cephalin-flocculation test results 
and markedly elevated GOT and GPT levels. 
Jaundice is often deep, and biopsy or autopsy 
studies show hepatocellular necrosis. A mortality 
rate of approximately 20 per cent has been esti- 
mated from the reported cases. The mechanism 
by which iproniazid produces jaundice is not 
clear. 

Chlorpromazine Jaundice. Jaundice has been 
reported to occur in 1 to 2 per cent of patients 
receiving this drug. Most of the patients who 
develop jaundice have received the drug for 
periods of one to four weeks, although jaundice 
has been reported after a single dose of 50 mg. 
The jaundice is of the cholangiolitic type with 
the serum alkaline phosphatase usually above 15 
Bodansky units, the flocculation test results often 
normal and the jaundice deep. Itching is com- 
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mon. Parenchymal hepatic failure is rare and re- 
covery is the rule. Death occurs in less than 1 
per cent of patients. Only one case of significant 
chronic hepatic disease has been reported. This 
patient developed xanthomatous biliary cirrhosis 
as a sequel to jaundice associated with chlorpro- 
mazine administration. Chlorpromazine jaundice 
has been considered a hypersensitivity phenome- 
non. Fever, rash and eosinophilia are often asso- 
ciated with the jaundice. Readministering the 
drug may once more provoke jaundice. In some 
patients the drug has been continued in spite of 
the development of jaundice, and the jaundice 
has disappeared. This has been ascribed to 
“‘hyposensitization.”’ 

Antiepileptic Drugs. Most of the agents used 
for the treatment of epilepsy have been incrimi- 
nated in the production of toxic hepatitis (Table 
4). The jaundice produced by these drugs may be 
hepatocellular or “‘mixed”’ in type. There are no 
clear figures available on the incidence in patients 
receiving these agents. Phenylacetylurea (Phenu- 
rone) appears to be the agent most likely to pro- 
duce jaundice. The incidence has been reported 
to be approximately 2 per cent in patients taking 
this drug, and the mortality in those developing 
jaundice approximately 10 per cent. 
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Toxic Hepatitis 


DRUGS USED IN MUSCULOSKELETAL DISEASE 


Phenylbutazone, (Butazolidin), an antipyre- 
tic, analgesic and uricosuric agent, has been re- 
ported effective in gout and in several other rheu- 
matic diseases. Among the side reactions which 
may occur with this drug, “hepatitis” has been 
reported. The jaundice which occurs is hepato- 
cellular with demonstrable hepatic necrosis. The 
incidence of jaundice appears to be low, although 
there are no adequate data bearing on this ques- 
tion. Cincophen, rarely used in modern medical 
therapy, likewise has produced severe hepato- 
cellular damage, with necrosis, deep jaundice and 
a high mortality rate. Zoxazolamine, a ‘“‘muscle 
relaxant,” recently has been reported to produce 
hepatocellular jaundice. 


ENDOCRINE PREPARATIONS 


Methyltestosterone, an androgenic compound 
with a methyl group substituted on carbon 17 of 
the testosterone molecule, has been reported to 
have produced jaundice in a number of patients. 
Several other 17-substituted derivatives of testo- 
sterone have also been incriminated in the pro- 
duction of jaundice. One of these is norethandra- 
lone (Nilevar). It is curious that testosterone 
propionate has not been associated with the oc- 
currence of jaundice. 

The jaundice in these patients has been “‘cho- 
langiolitic’”’ in type, and the liver biopsy speci- 
mens appear to be quite normal, save for the 
presence of bile casts. The mechanism of produc- 
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tion of the jaundice is not clear. Hypersensitivity 
appears to be unlikely in view of the high inci- 
dence of jaundice (10 per cent) and of hepatic 
dysfunction (50 per cent) in patients who receive 
norethandrolone. The jaundice appears to repre- 
sent a benign syndrome since no deaths have been 
reported and uneventful recovery appears to be 
the rule. 

Thiouracil and other thiourea derivatives 


* (methimazole) rarely produce jaundice. The 


laboratory data may be consistent with ‘“‘cho- 
langiolitic’”’ or “‘mixed”’ patterns. The mortality 
in this group is low. 

Several of the oral hypoglycemic agents have 
been reported to produce “toxic hepatitis” with 
hepatic necrosis and hepatocellular jaundice. 
Carbutamide and metahexamide have been 
associated with this type of jaundice. Chlorpro- 
pramide administration has been associated with 
cholangiolitic types of jaundice. On the other 
hand, tolbutamide, which has been widely used, 
has so far been related to the occurrence of jaun- 
dice in only one patient. 


ANTIMICROBIAL AGENTS 


Organic arsenic preparations, in large doses, 
have been reported to produce a high incidence 
of jaundice which is usually “cholangiolitic” in 
type. This jaundice, relatable to the agent per se, 
must be distinguished from the syringe-trans- 
mitted viral hepatitis, which has occurred in 
several syphilis clinics. Antimony and bismuth 
compounds also have been associated with the 
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securrence of jaundice, in some instances at 
least, presumably due to serum hepatitis. The 
low incidence of jaundice reported with several 
sulfonamide derivations, appears to represent 
hypersensitivity and may be either cholangiolitic 
or “mixed’”’ in type. 

Several antituberculous agents have been asso- 
iated with the occurrence of jaundice. Iproniazid 
as already been discussed. Isoniazid appears to 

be rarely associated with hepatotoxicity. Pyra- 
zinamide, however, has been found to produce a 
high enough incidence (3 per cent) of hepato- 
ellular jaundice to warrant discontinuance of its 
linieal use. Para-aminosalicylic acid has been 
reported to produce occasional instances of jaun- 
dice, either as part of a syndrome simulating 
serum sickness or as an isolated jaundice. Al- 
though the jaundice has been reported to be 
“cholangiolitic,” it is our impression that it 
should be considered “mixed” since hepatic 
necrosis and tests showing parenchymal abnor- 
mality, as well as elevated alkaline phosphatase 
levels, are characteristic. 


DRUG TOLERANCE IN HEPATIC DISEASE 


It is well known that patients with hepatitis or 
cirrhosis tolerate opiates poorly. Small doses of 
morphine may produce profound respiratory de- 
pression and even death. Rapidly-acting barbitu- 
rates, which are metabolized in the liver, should 
be used sparingly in patients with severe liver 
disease. Single doses (e.g., 100 mg. secobarbital) 
have no apparent deleterious effects in patients 
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TABLE 4. 


Jaundice Associated 
With Anticonvulsant Drugs 





Drug Incidence 

Dilantin Occasional 
Mesantoin Occasional 
Phenurone 2 per cent 
Primidone Occasional 
Tridione Occasional 
Phenobarbital Very rare 


with mild liver disease. Repeated doses, however, 
may produce central nervous depression. Paral- 
dehyde, long considered an effective agent for the 
agitated alcoholic patient, may result in pro- 
found depression or even death in patients with 
cirrhosis and likewise should be used in only 
moderate doses. 

Ammonium chloride and ammonium-contain- 
ing resins should be avoided in patients with 
intrinsic hepatic disease. The use of these agents 
to relieve edema in cirrhotics has resulted in the 
precipitation of hepatic coma, apparently the re- 
sult of the high blood-ammonia levels. 

Diuretics such as acetazoleamide (Diamox) 
and chlorothiazide (Diuril) have also precipitated 
hepatic coma in some cirrhotic patients, but the 
mechanism for this is not clear. Recent studies 
suggest that this may be, in part, due to in- 
creased renal contribution of ammonia to the 
peripheral blood. 
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Observations from 
13,000 Visits to Alcoholics 


A. J. RUSSO, M.D. 
Salem, Virginia 


The true alcoholic is seldom honest. 

He has an inadequate personality and seeks 

a feeling of euphoria or exhilaration. 
Sometimes he complicates the problem 

by combining alcohol with sedatives. Hospitals, 
and also many physicians, are reluctant 

to treat the alcoholic patient. Such treatment 
must be individualized. Victims must find 

a certain “something” that they like 

better than whisky. 
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ADDICTION TO ALCOHOL is a major problem in 
many countries, including the United States. 
More than five million Americans indulge in bev- 
prages which, in adequate amounts, produce the 
reriod ic or perpetual cloud under which they like 
live. Taking a social drink is no problem to 
millions of us who are satisfied in the quietude of 
home and family. However, all of us know some- 
pie who is addicted to alcoholic beverages. 
Status in life is no barrier to this habit. Poor 
eople, who cannot afford to get inebriated, have 
t as many “statistics” as the well-to-do. 
Cheaper brands, wines, beer and homemade 
hisky produce the same desired result as 100 
proof bottled-in-bond. While alcoholism is anti- 
i@social, it is not presently classified with drug ad- 
diction—as a “criminally-tainted habit.’”’ Drugs 
are 2 more expensive habit and addicts are not 
looked upon with favor by friends, family or nar- 
totic bureaus. There is no alcoholic bureau in 
Washington to delve into the depths of the 
inking habit. It is still a personal, family, social 
and welfare problem. 
' There are those who have been drinking since 
leir early teens, and there are those who did not 
ecome alcoholics until later in life—usually in 
ie 40-plus age group. 
Parents who are alcoholics tend to have chil- 
tren who lean to the habit—especially in the 
larger families. Where the overindulgent parent 
taken away the first vestige of self-reliance 
om a child, that child will be more apt to be- 
aoe an alcoholic. Children who “shift for them- 
elves” with adult guidance, develop the habit of 
ing, learn the fundamentals of hobbies, partici- 
bin athletics and accept the challenges of 
y-to-day living are not so likely to become ad- 
ted. For example, athletes seldom become al- 
Oholics. Admissions to White Cross Hospital do 
®t contain many patients who are or were ath- 
Mes. The last 500 admissions checked show that 
y 10 per cent were athletes. 
Apparently the will to play contact sports also 


7: 


:P P September 1959 


teaches something in controlling what one swal- 
lows, as well as equilibrium in track, base hits 
and runs or shooting a basket. 

The victim is probably the last one in the 
family, if ever he believes it, to admit that he’s an 
alcoholic. In the early stages, most alcoholics will 
never agree to the severity of their habit and re- 
main reluctant to anyrestraint. The condition has 
to run its course unless there is cooperation, 
counsel, kindness, etc., to counteract its headlong 
flight. 


The Typical Alcoholic 


Just what is the make-up of the typical alco- 
holic? How does one type or describe this indi- 
vidual? Why does he drink excessively? Why 
does it affect doctors, lawyers, judges, profession- 
al people of all kinds—and the laborer as well? 
What is there in this group of human beings that 
periodically sets aside all reason? Why do they 
bathe the brain in alcohol? Why do these five 
million men and women soak their internal or- 
gans with a solution calculated to taste bad and 
to numb the higher centers of the cerebrum? 

The answer is like a multiple-stage rocket— 
several parts have to go off before outer space is 
reached. “Outer space,’”’ to the alcoholic, is a 
time and place where everything is lighter, there 
is no push or pull, no problems except the friction 
of whirling speed. 

The final product, known as an alcoholic, 
comes by his title in stages. First, there is usually 
an unhappy home life. Potential alcoholics are 
the spoiled first children, neglected middle-sized 
children or babied little ones. They are either un- 
loved or overloved. They have alcoholic parents, 
or, if they have abstainer parents, they were sub- 
jected to a strictness they forgot completely when 
they became free enough to take the first drink. 

Leaving an inadequate home life, they enter a 
harsh, usually misplaced, business world of in- 
trigue, jealousy and money—occasionally sof- 
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tened by religion, a fine woman, a few friends. A 
sense of relief is obtained as the imbibed alcohol, 
in quantity, releases the higher centers of re- 
sponsibility. Now they feel equal to the task and 
strangely enough, inhibitions gone, they can talk, 
decide, provoke or accomplish. This is as it should 
be, except that it is a state of mind found in the 
non- or moderate alcoholic with no need of 
alcohol. 


Alcohol’s Effect 


Just what happens when one takes alcoholic 
beverages? In mild doses, it is oxidized quickly by 
the liver, and possibly the reticuloendothelial 
system, to carbon dioxide, aldehydes and water. 
It gives a burning sensation when taken straight, 
as with whisky, or purely a thirst-quenching 
sensation, as with the early drinking of beer. The 
cells lining the upper GI tract, mouth, esophagus 
and stomach, get a momentary lavage—some of 
the beverage soaking into the epithelial cells by 
osmosis and dissipating itself by mixing with cel- 
lular fluids to be eventually oxidized. One gets a 
feeling of euphoria or exhilaration from stimu- 
lating doses, when it is greater in quantity than 
one or two drinks. This is the feeling or tendency 
that one strives for, unconsciously or consciously, 
in drinking; it is certainly not the taste—testi- 
monials by the thousands can be obtained in any 
institution experienced in the care and custody of 
alcoholics. When the blood stream is subjected to 
saturation of 0.1, 0.15 or 0.2 plus ml. per cent, the 
resulting effects show degrees from pure stimula- 
tion, to euphoria, to the extreme of anesthesia— 
the latter stage being the one seen when the pa- 
tient is completely saturated with alcohol in 
quantities much greater than the body can burn 
(one ounce per hour). As a result, the body or- 
gans, brain, liver, heart, intestines, kidneys, skin, 
are acting against the saturation dose by being 
more animal, in the case of the brain (higher cen- 
ters being numbed or backgrounded); the liver 
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enlarges, trying to cope with the overdose (some 
times giving up as cirrhosis); the heart races as 
tachycardia trying to get rid of it (tachycardia 
frequently remains as a temporary symptom af 
ter the “drying out’’ of alcohol) ; the kidneys pro- 
duce more frequently to help eliminate the 
“drug” (sometimes to the: point of inconti 
nence); the intestines show disgust itself in the 
form of nausea, vomiting and diarrhea in the 
final effort to “let out’’ the overdose of alcohol. 

Understanding the cumulative effect of alcohol 
and the body’s incapability of burning alcohol 
fast enough is the crux of the problem in treat- 
ment, in understanding and in the prolonged 
effect which makes some patients act violently, 
have crying spells, be introverted or extroverted. oo 
Time and drugs to dry the alcoholic content of aa 
tissue and blood stream are the only methods of . : : 
lowering the alcohol content to a “social level” — solid : 
where animation and emotions are controlled byg “™ 
the higher centers in the cerebrum. Decerebra- Bt 
tion by alcohol convinces the animal and the un- Pr 0 
couth in us to predominate. Theoretically, one a : 
should subject his blood stream only to what . he 
amounts to socializing—any concentration be- 2 


yond that invites the reactions mentioned above. res 
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There are, after a continued use of alcohol, 
mental blocks to any method to stop it. Persua- 
sion, religion, family, friends, jobs are temporary 
deterrents in the true alcoholic’s plunge to skid liter 
row. The desire to get well is lost, for a long 0 awk te 
short period, in the battle to escape realities 0 adalts 
emotions and life. Generally, the basic underlyin pe 
fact, for both the drug addict and the alcohol ad- health 
dict, is an inadequate personality. Somewhere few Ij 
along the line from childhood, in rich families and ‘ en 
in poor families, an over-indulgent parent de- Trar 
prived a nice little boy or girl of the adventure 0 tides 
self-reliance. All their activities were regulated aie 
into, “don’t do this” and “don’t do that.” Grow- Someh 
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Bing children should be given the spirit of doing, 
. Mwhether it be housework, dramatics, Scout work 
‘Wor the wonderful world of athletics, hikes and so- 
 journs in the woods. Let them see that there is 

abundant pleasure all around them and all of it 
not needing any artificial stimulation to be en- 
B joyed. I think parents owe it to their own sons and 
‘@ daughters to take out a group of children on rides 
or hikes or to a ball game or on a fishing trip. It 
aids the atmosphere of growing up and expand- 
ing their personality beyond four walls and the 
9) 400-foot block they live in. The cramped-up real 
edly “state of slums and its unorganized gangs, with 
no place to go for expression except to other 
4 gs, breeds the gangsterism that just couldn’t 
be stopped. Children living in small towns or on 
the edge of cities have the elbow room to become 
solid citizens with adult guidance and care. No 
by one will argue with the fact that love in the home 
isimportant. Love to the point of destruction of 
self-reliance—the “don’t go out in the cold,” 
ial “don’t do this or that””—sooner or later makes the 
ee child doubt his ability to cope with problems. 

The above discussion shows how and where 
personalities fail somewhere along the line. 
Adults can’t cope with problems if they weren’t 
brought up to realize that problems are as much 
apart of life as eating, sleeping or playing. One 
should gird his children to know that nothing 
comes complete—one must modify, do over, ad- 
just, rebuild. It is a variable world the adult lives 
ida and the child should, in discreet ways, be told 
about it and adjust to it. Too many young people 
off 2 following relief by tranquilizers because 
- adults do the same. Alcohol is a form of tranquil- 
d- izer—but it is also a wonderful body stimulant to 
we health in one or two highball doses. There are 
nd few liquid medicines that do not have alcohol as 
a base solvent. 
off ‘{tanquilizers help to conceal or control an 
‘ed underlying inadequacy; they are very necessary 
wf 2 the help that one must get to become well. 
Somehow, we must carry the idea across to chil- 
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More than five million Americans prefer to live under the 
periodic or perpetual cloud alcohol produces. Unlike drug 
addiction, alcoholism is not a “‘criminally-tainted’’ habit. 
Most often, it stems from an inadequate personality. 





dren that they will have a hard time but that 
they should enjoy the challenge of accomplishing 
against odds. Fortified with this attitude, there is 
much less likelihood of their becoming hypo- 
chondriacs, alcoholics or drug addicts. 


The Alcoholic Pattern 


The more one studies the alcoholic, the more 
they fit into patterns. Ninety per cent of all alco- 
holies, from whatever strata of life, get that way 
because of a basic inadequate personality to meet 
the obstacles of life. It is relief or excuse. They 
drink only to have more courage, more social 
finesse. 

If these individuals had the ability to stop at 
this stage, they could conceivably become the 
most useful members of society. However, at this 
point, if they quit, they are nervous. This nerv- 
ousness should, at this crucial time, be controlled 
with tranquilizers and the knowledge that alcohol 
helped cause it. When this stage of drinking is 
reached, and they do not stop, the only reason 
for the continued drinking is for the sedative ef- 
fect another two to four ounces of whisky will 
cause in the nervous system. Thus, more and 
more whisky is rushed into the blood stream via 
the stomach and intestines to bathe the already 
irritated nerves with alcohol, sedative for the 
moment. As drinking continues, the gastric mu- 
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cosa becomes inflamed and congested and vomit- 
ing begins. 

Now the body cannot retain the whisky it 
craves to settle its jangling nerves, and the body 
shows it by coarse tremors of hands, hyperactive 
knee jerks and griping cramps in the abdomen 
from a spastic gut. Vascular changes take place 
in the form of flushed appearance, sweating, 
congested mucous membranes. The heart rate 
is increased to as much as 140 per minute (usu- 
ally around 100 per minute). 

While there are profound vascular changes dur- 
ing this episode, one is struck with the fact that 
not more than three deaths occurred in the last 
13,000 visits. Two were cerebral accidents, the 
third was coronary. Apparently, there is some 
reasoning to the accidental privilege that few 
drunks in their worst stage ever have a coronary 
attack, despite their increased heart rate. Ap- 
parently, there is a static dilation of blood vessels 
brought on by the continued alcohol lavage in the 
vascular system. Nervous tension “‘toxins” are 
washed out through the skin, mucous mem- 
branes, kidneys and bowels. The constant os- 
mosis of fluids through the skin, mucous mem- 
branes, intestines and kidneys eventually de- 
pletes the body of certain chemicals and im- 
balance is set up in its own chemistry. My own 
impression is that this is a result of alcoholism 
rather than a cause of it. Apparently, a return of 
a good appetite and injections of B-complex 
vitamins and hormones soon restore a chemical 
balance. 


The Author 
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Treatment ries 

Treatment of the alcoholic is at the same timdgs Pine 
difficult and necessary. The alcoholic, in higg?¥ 5°™ 
nervous state, worries his family, constantly lies inf 
is always demanding, always requiring some atigacoholi 


tention but seldom has a thought of thanks. ThagdoWnto 
higher centers of his brain are clouded out andjp™t 
the baser ones are dominant. If you give himg* PFeY! 
medicine, he wants big doses; if he gets whisky, @mlly " 
it’s in large doses. He cannot control or realizes” po 


the dangers of his needs. In this particula 
situation, it is as much a part of the doctor’s 
experience and knowledge as to know how to 
prescribe for him. He must know how much the 
patient has drunk, especially in the last three hours. 
The body burns one ounce per hour. If he drank 
four ounces, there are three ounces of 100 proof 
whisky still bathing his brain, respiratory cen- 
ters, etc. This three or four ounces is equivalent 
to about one-fourth grain morphine. If he has 
had a sleeping capsule or nerve medicine, this 
must be taken into account. Cirrhosis of the 
liver, with its loss of detoxifying properties, 
enhances the danger of narcotic drugs. If he has 
been eating, much the better, but if he hasn’t, or 
has not been able to eat, beware of the hypo- 
dermic on a noneating alcoholic with three ownces 
of whisky circulating in the blood stream! It may 
hit him like a “ton of bricks” and the circulation 
may not be able to “bounce back” under this 
sedative load. Alcoholics sometimes die un- 
necessarily because they have mixed capsulesf” 
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land whisky or have taken a hypodermic from a 
physician, while denying they took whisky or 
Bsleping pills. All sedatives should be controlled 
Bby someone other than the patient. However, 
hot infrequently (50 times in 13,000 visits), 
alcoholics will fall asleep at the wheel at a 
downtown stop light. The whisky and pills are 

just too much. The pills were pocketed from 
Ha previous spree or taken from the “hidden” 
family medicine chest. Pills are hidden as whisky 
is hidden. 

People are more conscious of alcoholism. It is a 
subject discussed more openly. Delirium tremens 
ison the decrease. It is not seen as frequently as it 
was five years ago. Churches help in the problem, 
but by far the greatest good is done by Alcoholics 
Anonymous, whose members were alcoholics at 
one time or another and are now dedicated to 
helping their fellows. Churches do not have the 
time to go down to the depths with the alcoholic, 
ina visit to a palatial home or skid row. There is 
jouly one minister or one priest to a church but 
there are probably a good many alcoholics in the 
; congregation, requiring more time than can pos- 

sibly be allotted. Idleness to these people is evil, 
and ways and means should be attempted to keep 
them busy with work and hobbies. 

Hospitals, as well as many physicians, are re- 
‘ luctant to treat alcoholic patients. It has been my 
na*Perience that these patients are better able to 
ge handled in a hospital set up for this type of 
-,teatment. However, general hospitals should 
ss'80 Open a few beds for this type of patient. It is 
4 problem prominent in private practice, and for 
hat reason interns as well as staff members 
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should have some knowledge of the treatment of 
these cases. 

Treatment of alcoholism is an individualized 
affair. It requires withdrawal of whisky, ACTH, 
ACE, tranquilizers, hypodermics, Sparine, vita- 
mins by injections, psychotherapy, family in- 
terest and kindness. 

Promazine Hydrochloride (Sparine) is the 
drug of choice for hospital and home patients 
where there is capable supervision. Nursing care 
is made a lot easier with use of this drug which 
controls the agitated, up-and-about, nervous 
patient. Its mode of action is central and its 
effect is quick where speed of action is some- 
times necessary in the agitated patient. Since the 
advent of Sparine and tranquilizers on the alco- 
holic scene, delirium tremens takes on a masked 
form and should be looked for. The obvious case 
presents the usual treatment and the doubtful 
ones get well anyway with the newer drugs. 
Interlin Fortified or Nicozol complex are good 
follow-up tonics as they are vasodilators and 
in this sense are antitoxic in facilitating dissipa- 
tion of alcohol and stimulating body processes. 

The alcoholics who get well are those who 
find something in life they like better than 
whisky—a job, religion, family, wife, etc. Unless 
they find this “‘something,”’ they do not have the 
will strong enough to overcome their faults. For- 
tified with this “hope,” some five-, ten-, 20-year 
alcoholics suddenly stop and never get drunk 
again. They have “found”’ themselves or a way of 
life they cherish more than the bottle. Once they 
find this, and have this with the help of family 
and friends, they are on the final road to recovery. 
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Each year members of a different well-known medical faculty 
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Common denominator—“renal shock” 
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Practical Therapeutics 


The Management of Acute Renal Failure 


GLENN D. LUBASH, M.D. AND ALBERT L. RUBIN, M.D. 


Cardiorenal Laboratory 


Second (Cornell) Medical Division and the Department of Medicine 


Cornell University Medical College, Bellevue Hospital, 
Ithaca, New York 


THE RATIONAL TREATMENT of acute renal failure 
demands knowledge of the natural history of this 
condition, mainly because it is potentially re- 
versible. 

Acute renal failure occurs as a complication of 
many surgical, obstetric and medical illnesses. 
The patient who survives may expect a total re-4 


turn of renal function and a normal life expectan- ' 


cy. It is essential, therefore, that all the knowl- 
edge gained from the observation and treatment 
of patients with acute renal failure be brought to 
bear whenever it arises. Knowledge of the se- 
quence of events makes it possible to anticipate 
clinical changes and to adapt therapy according- 
ly. Suecessful management requires meticulous 
attention to detail and faithful recording of im- 
portant observations. 

Because of these considerations and because 
special proeedures such as dialysis with the arti- 
ficial kidney are not widely available, treatment 
at “renal centers” has become popular. Many 
cases, however, can be managed successfully at 
community hospitals, and the patient’s physician 
must determine the optimal time for transferring 
those patients who will require specialized care. 
§ Therefore, all practitioners should be familiar 
with every phase of treatment. 


Precipitating Causes and Prevention 
The precipitating causes of acute renal failure 


are listed in Table 1. The common denominator 
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for all is “renal shock,” i.e., a sudden decrease in, 
renal blood flow and glomerular filtration rate. 
Pathologic changes which have been well de- 
scribed by Oliver and others are observed in the 
renal tubular cells, and suppression of renal func- 
tion follows. Once renal failure supervenes, its, 
management is similar, no matter what the cause! 


Specific points in differential diagnosis and treat- 


ment of each, however, are important. 

Dehydration is perhaps the most common cause 
of reduced renal blood flow and occurs whenever 
water loss exceeds replacement. A high urine spe- 
cific gravity will often confirm the diagnosis of 
dehydration, but once renal failure is present, the 
urine specific gravity is fixed near 1.010. 

Dehydration is often associated with starva- 
tion, which may be detected simply by a test 
for ketonuria. When diagnosis is indefinite and 
plasma volume determination is unavailable, a 
trial of hydration is warranted. This should be 
performed only once and not overdone, since 
overhydration is also dangerous. Usually, a trial 
of 2,000 cc. of 5 per cent dextrose in saline infused 
during three to four hours will cause a rise in 
urinary volume if dehydration is responsible for . 
oliguria. 

Simple routine measures, including preoper- 
ative record of body weight and careful recording 
of all liquid intake and liquid loss, will permit a 
critical evaluation of the state of hydration of a 
patient in whom oliguria has developed. Signs of 
overhydration, such as edema and a drop in 
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TABLE 1. 


Precipitating causes of acute renal failure 
Common denominator—‘‘renal shock” —sudden decrease 
in renal blood flow and glomerular filtration rate 
Dehydration 
Hemorrhage 
Acute nephritis 
Hemolysis (e.g., transfusion reaction) 
Trauma 
Toxins (e.g., carbon tetrachloride) 
Infection 
Hypopotassemia 





hematocrit in the absence of blood loss, suggest 
that acute renal failure is responsible for the oli- 
guria and that further hydration may be 
dangerous. 

Hemorrhage from any source may cause a de- 
crease in renal blood flow and glomerular filtra- 
tion rate. Tachycardia is a late sign of blood loss 
and appears after reduction in renal blood flow. 
Therefore, transfusion should be started before 
tachycardia makes its appearance. 

If the maintenance of urine flow is used as a 
criterion of adequate blood replacement, acute 
renal failure due to active blood loss will fre- 
quently be avoided. Rapid and sufficient blood 
replacement should be the rule in all patients 
with hemorrhage. This is particularly true in 
older patients with decreased renal reserve. 

Acute. Nephritis is relatively uncommon in 
adults, but in the last year we have observed four 
patients with acute nephritis complicated by oli- 
guria. History of preceding upper respiratory in- 
fection, latent period and then the clinical pic- 
ture should make diagnosis easy in most cases. 
The appearance of red blood cell casts in the urine 
may be of diagnostic value in more difficult cases. 

Hemolysis from many causes may result in 
acute renal failure. By far the most common of 
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these is reaction to incompatible blood. It was 
formerly believed that the precipitation of hemo- 
globin in the renal tubular cells was responsible, 
and infusions of bicarbonate were employed to 
help keep hemoglobin in solution in the urine. It 
is now recognized that the mechanism of renal 
failure here, namely reduced renal blood flow, is 
similar to that in all other situations. Alkali 
should not be used to dissolve casts in the tubules 
since these have not been shown to be harmful, 
and since alkalosis per se may contribute to renal 
failure. 

Trauma, including that from crush injuries, is 
often associated with hypotension and reduced 
renal blood flow and the hypotension should be 
treated early and vigorously. In such cases, ob- 
servation of urinary volumes should be routine. 

Chemical toxins, notably carbon tetrachloride, 
are relatively common causes of acute renal 
failure. The effect of alcohol in potentiating the 
action of carbon tetrachloride is becoming more 
widely known. We have observed acute renal 
failure in one patient who had cleaned the lapel of 
her dress with carbon tetrachloride and then at- 
tended a cocktail party. We have also observed 
renal failure in one of two patients with equal ex- 
posure to carbon tetrachloride, the only differ- 
ence being that the patient in whom renal failure 
developed had been drinking. Thus brief exposure 
to minute amounts of carbon tetrachloride in as- 
sociation with alcohol may cause renal failure. 

Infection, such as pneumonia, typhus, Gram- 
negative septicemia, clostridial infection and 
staphylococcal infection, may be followed by 
acute renal failure. Some of these overwhelming 
infections have been associated with hypotension 
and some presumably with bacterial toxins. 

Septic abortion due to the Welch bacillus with 
acute renal failure has proved particularly diffi- 
cult to manage, and the mortality has been high. 
Recent but limited experience suggests that early 
removal and control of local infection by hyster- 
ectomy or by dilatation and curettage may be 
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more important in reducing mortality than was 
previously thought. Admittedly, there is great 
danger of spread of infection with either oper- 
ation, but mortality rates justify the risk. 

Hypopotassemia, an interesting cause of acute 
renal failure, may occur under conditions similar 
to those that cause dehydration. In addition, 
clinical syndromes which include a renal tubular 
defect and an inability to conserve potassium 
may also be associated with hypopotassemia and 
acute renal failure. 

Oral or intravenous potassium replacement is 
the obvious therapy. With oral replacement, 
however, enteric-coated capsules should be avoid- 
ed, since absorption is unpredictable, particular- 
ly when paralytic ileus supervenes. Probably the 
intravenous route is preferable, in general. 
Usually, no more than 40 mEq. of potassium 
chloride should be used in a 1,000-cc. infusion, 
and no more than 0.5 mEq. of potassium chloride 
should be infused per minute. However, occasion- 
ally we have found that it is necessary to double 
these amounts. 


Phases of Acute Renal Failure 


The course of acute renal failure is usually di- 
vided into four phases, each with its own prob- 
lems in management. These are: oliguric phase, 
early diuretic phase, late diuretic phase and re- 
covery period (Table 2). Hemodialysis with the 
artificial kidney is listed under oliguric phase, but 
actually may be employed at other times. This 
will be discussed later. 


OLIGURIC PHASE 


The oliguric phase of acute renal failure is that 
period following “renal shock” when total uri- 
hary output over a 24-hour period is less than 500 
ee. It may go unrecognized, last only hours, or 
continue to the death of the patient. The causes 
of death in the oliguric phase and the outline for 
management are presented in Table 3. 
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TABLE 2. 


Phases of acute renal failure 


Oliguric phase 
(Hemodialysis) 
Diuretic phase 
Early 
Late 


Recovery phase 





TABLE 3. 


Oliguric phase of acute renal failure: complications 
and treatment 


} 2 


Electrolyte abnormalities—hyperpotassemia 

a. Potassium-free diet 

b. Glucose and insulin 

c. Partial correction of acidosis, hyponatremia and 
hypocalcemia 

d. Resins 

e. Dialysis 

f. Hormones 

Congestive heart failure 


a. Restrict fluid intake to insensible loss (600-800 cc. a 
day under normal metabolic conditions) plus output 


b. Daily weight records (should lose one-half to one 
and one-half pounds a day in the absence of hyper- 
metabolism) 


c. Digitalis 
d. Dialysis 
Uremia 





TABLE 4. 


Diuretic phase of acute renal failure 
1. Early diuretic stage 


Urinary volumes from 500 to 2,500 cc. a day 
Management identical to that in oliguric phase 
Late diuretic stage 

Urinary volumes greater than 2,500 cc. a day 
Measure water and electrolyte excretion and replace 
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Electrolyte Abnormalities. The cardiotoxic ef- 
fects of potassium are the most important in this 
regard. Electrocardiographic manifestations of 
hyperpotassemia include peaking of T waves, 
prolongation of QRS time, and atrial arrest (loss 
of P waves). It should be remembered, however, 
that at best, correlation of these changes with 
specific plasma levels of potassium is rough. The 
cardiotoxic effects of potassium are potentiated 
by hyponatremia, hypocalcemia and acidosis. 
Hypermagnesemia probably contributes to car- 
diac toxicity, but its exact role is yet to be clari- 
fied. 

While the electrocardiogram is the most im- 
portant clinical guide to cardiotoxicity, its value 
decreases in certain situations. In the presense of 
myocardial disease and after the administration 
of digitalis, classic signs of hyperpotassemia often 
fail to appear. Nevertheless, in most patients, the 
electrocardiogram is of value and should be re- 
corded daily. In advancing hyperpotassemia, 
electrocardiograms may be needed more fre- 
quently. Usually, however, dialysis is performed 
before this stage. 

Treatment of hyperpotassemia includes the 
following: 

1. Potassium free diet: Foods containing little 
potassium are limited, and include jello, pota- 
toes, salt-free butter with added sugar, honey, 
ginger ale and sweet tea. Fat supplements such as 
Ediol or intravenous Lipomul may also be given 
if tolerated. On such a diet it is difficult to main- 
tain caloric demands and weight loss is inevita- 
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ble. Maximal effort should be directed toward 
providing calories, since their protein-sparing ef- 
fect will slow catabolism and delay hyperpotas- 
semia due to tissue breakdown and endogenous 
protein release. 
2. Glucose and insulin: Infusions of hypertonic 
glucose with added insulin will promote forma- 
tion of glycogen and will cause transfer of po- 
, Aassium within the cell. We have used the mixture 
of glucose and insulin for immediate effect in 
lowering plasma potassium in emergencies, and 
have employed it for longer intervals prior to and 
after hemodialysis. Its effect is transient unless 
the infusion is continuous. The total adminis- 
tered will be limited by the patient’s fluid require- 
ments. 
— Thirty per cent glucose with insulin is used in a 

atio of 5 Gm. of glucose to 1 unit of regular 
insulin. Sensitivity to insulin varies from patient 
to patient and may change in individuals during 
the course of its use. After the first days of sucha 
regimen, the patient should be observed for 
symptoms and signs of hypoglycemia. The glu- 
cose solution is hypertonic and should be infused 
into a large vein through a cutdown or an in- 


“dwelling plastic catheter. 


3. Partial correction of associated electrolyte ab- 
normalities: Since acidosis, hyponatremia and 
hypocalcemia potentiate the cardiotoxicity of 
potassium, their correction may reverse this ef- 
fect. With rise in blood pH, however, there is 


usually a decrease in ionized serum calcium, and\ 
convulsions may occur. We administer calcium 
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gluconate prophylactically when acidosis is to be 
corrected. 

4, Ion exchange resins: In the past, these have 
been ineffective and difficult to tolerate either 
orally or by rectum. Recently made available is a 
new resin, sodium polystyrene sulfonate (Kay- 
exalate) which can be administered orally or 
rectally. The oral dose is 20 to 60 Gm. a day in 
divided doses, and the rectal dose is 50 to 60 Gm. 
ina suspension with 100 cc. of water and 100 ce. 
of a 2 per cent solution of methyl cellulose. The 
enemas may be repeated every eight hours if 
necessary. This compound promises to be un- 
visually effective in lowering plasma potassium. 
In one patient, levels changed from 7.4 to 3.9 
mEq/L. in 12 hours. 

5. Dialysis: Hemodialysis with the artificial 
kidney is the most rapid and efficient way of low- 
ering total body potassium. The introduction of a 
new disposable coil unit has made application of 
this method of treatment relatively simple. 
Hemodialysis has no direct effect on the kidneys; 
it will only help to tide the patient over the 
period of decreased renal function by removing 
toxic metabolites. Better results are being 
achieved with the use of dialysis early in the 
course of renal failure rather than late, when the 
patient is moribund. We delay this procedure 
only until the patient becomes symptomatic or 
until electrolyte abnormalities become danger- 
ous. At the first sign of either, dialysis is per- 
formed. 

6. Hormones: Anabolic hormones (testoster- 
one) have been used to delay catabolism and re- 
lease of potassium during acute renal failure. We 
have had little experience with their use. 

Congestive Heart Failure. This is the major 
cause of death in the oliguric phase and is most 
often iatrogenic. Overhydration may lead to con- 
gestive heart failure and pulmonary edema. It is 
widely recognized that fluid replacement should 
be limited to matching urinary output, inordi- 
hate losses from other sites, and insensible loss. It 
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is less widely recognized that the insensible loss 

should be estimated at 600 to 800 cc. a day under 

basal metabolic conditions. Daily weight records. 
provide the best guide to the state of hydration,\ 
and under optimal conditions of management, | 
the patient will lose from one-half to one and one- | 
half pounds a day because of the associated 

caloric deficit. A patient maintained at constant 

weight for ten days may be overhydrated by five 

to 15 pounds, and pulmonary edema may ensue. 

The importance of an accurate daily record of 

weight cannot be stressed too greatly. 

If congestive heart failure does appear, the 
usual therapeutic methods should be employed. 
In addition, dialysis may also be beneficial since 
there is ultrafiltration of fluid from the coils to 
the bath fluid. Patients lose an average of 1.7 kg. 
during the procedure. 

Uremia. Poorly defined metabolic alterations 
give rise to the uremic syndrome and result in 
coma, convulsions, gastrointestinal bleeding, 
pericarditis and other clinical manifestations. 
Dialysis will temporarily reverse these, but in 
some patients, progression and death occur. Fu- 
ture research in this area may give rise to more 
effective therapy. 


DIURETIC PHASE 


The diuretic phase is divided into early and 
late stages (Table 4). 

Early Diuretic Stage. Urinary volumes range 
from 500 to 2,500 cc. a day, and at these levels 
are still inadequate to prevent the complications 
seen in the oliguric phase. At this time, renal 
blood flow and glomerular filtration rate may 
still be reduced by 90 per cent despite increasing 
urinary volumes. Renal excretion of potassium 
may remain fixed at a low level, though this 
varies from patient to patient. Therefore, man- 
agement, including indications for dialysis, is 
identical to that in the oliguric phase. 

Late Diuretic Stage. Urinary volumes are 
greater than 2,500 cc. daily and may go as high 
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as 10 |. a day. The dangers here, namely de- 
hydration and loss of electrolytes (hypopotas- 
semia), are different from those in the oliguric 
phase. It remains equally important to match 
intake and output. It may be necessary to resort 
to parenteral administration in those patients 
who are unable to tolerate the necessary quanti- 
ties of liquid by mouth. 

Because of impaired renal function in the 
diuretic phase, the patient will excrete a urine 
relatively fixed in electrolyte concentrations 
over a period of days. Electrolyte replacement 
therapy will be more accurate if determination 
of urinary electrolytes is performed on several 
occasions. 

Hyperpotassemia is less of a danger in this 
phase, but because the urinary concentration of 
electrolytes is constant, plasma values will de- 
pend only on urinary volume and electrolyte 
intake. By withholding sodium, for example, 
hyponatremia will occur, and by allowing an 
excess of salt intake, hypernatremia will ensue. 
With these limitations in mind, liberalization of 
diet is permissible. A patient in the late diuretic 
stage may excrete a total of 4,000 cc. of urine ina 
24-hour period. If the urine contains 50 mEq./L. 
of sodium, 20 mEq./L. of potassium and 60 
mKq./L. of chloride, then electrolyte replacement 
should total 200 mEq. of sodium, 80 mEq. of 
potassium, and 240 mEq. of chloride in the same 
period. Total fluid intake for the day, including re- 
placement of insensible losses, should be 4,600 ec. 
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* RECOVERY PERIOD 


This refers to that period of time when renal 
function, as measured by more precise tests than 


_ blood urea nitrogen, for example, is still impaired. 


No specific therapy is indicated, and complete 
return of function is usual within six months. 


Summary 


Acute renal failure is a potentially reversible 
disorder which usually follows a _ predictable 
course. Intimate familiarity with its natural his- 
tory is essential for rational therapy. 

Common to all the precipitating causes of 
acute renal failure is “renal shock,” i.e., reduc- 
tion in renal blood flow and glomerular filtration 
rate. Subsequently, a period of oliguria occurs in 
which the chief dangers are those inherent in 
electrolyte derangement, overhydration and ure- 
mia per se. 

Oliguria is followed by a period of increasing 
urinary volumes, called the early diuretic stage, 
and finally by a period in which urinary volumes 
are consistently greater than 2,500 cc. a day. The 
management of the former stage is similar to that 
of the oliguric phase, but in the latter, water and 
electrolyte replacement must change to keep pace 
with increased excretion. 

Finally, if the patient survives, he enters a re- 
covery period of several months at the end of 
which return of renal function is complete. 
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Pulmonary 
Alveolar Proteinosis 


SOL KATZ, M.D. 
Associate Editor, GP 


PULMONARY alveolar proteinosis is a newly- 
deseribed chronic pulmonary disease, charac- 
terized by specific histologic findings consisting 
of filling of the alveoli by a periodic acid-Schiff 
(PAS)-positive granular and floccular proteina- 
ceous material rich in lipids and associated with 
minimal or no changes in the interalveolar septa. 
The same material may be found in distal air 
spaces, including small bronchioles. This intra- 
alveolar material appears to originate by trans- 
formation of the lining cells that slough into the 
lumen. Disintegration of these cells yields the 
granular proteinaceous substance. In some of the 
cells, there is vacuolation due to accumulating 
lipid. Laminated bodies may also be formed 
representing residua of lining septal cells layered 
with deposits of the proteinaceous material 
around them. 

The disease occurs most commonly in adult 
males. The onset is insidious with progressive 
dyspnea, productive cough, fatigue, chest pain 
and weight loss as the prominent manifestations. 
Fever is usually absent, but about half of the 
patients have had a premonitory respiratory ill- 
hess associated with fever, usually diagnosed as 
pneumonia. Although pulmonary involvement 
may be extensive, physical findings are minimal. 

Chest roentgenograms reveal diffuse perihilar 
tadiating densities or soft somewhat nodular 
feathery areas with a “butterfly” distribution 
similar to that seen in pulmonary edema. In some 
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patients the involvement is predominantly basal. 
The hilar nodes are not enlarged. As resolution 
occurs, the peripheral zones clear first. In some 
cases, the lesions become more opaque focally, 
suggesting fibrosis. The pulmonary densities may 
remain unchanged for years or may show pro- 
gression in distribution as well as confluence. 

Clinical improvement or recovery may occur 
over a period of months or years with or without 
concomitant roentgen improvement. Death due 
to progressive pulmonary insufficiency and super- 
imposed infection has been encountered. In most 
patients, symptoms have persisted since the 
onset with little or no change in the x-ray 
findings. 

The etiology of alveolar proteinosis is un- 
known although occupational exposure to lumber 
has been noted not infrequently. It has also been 
suggested that the disease represents a different 
stage or a peculiar type of Pneumocystis carinii 
pneumonitis. 





Roenigenogram of the chest shows fluffy fullness in both 
hilar regions. This is an entirely nonspecific finding. Lung 
biopsy revealed pulmonary alveolar proteinosis. 
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Chronic Brucellosis 


DURING RECENT YEARS a number of authors have 
emphasized that “chronic” brucellosis is largely 
a medical myth. However, an important excep- 
tion to that thought results when Brucella or- 
ganisms become localized in an organ and per- 
sist there as a focus of infection. A representative 
case was reported by Schirger, Dearing and 
Waugh. 

The case in point was that of a 40-year-old man 


“who had been suffering from episodes of chills 


and fever five to six times a year for 17 years. Be- 
tween episodes he would feel good. His general 
physical examination was negative except for 
obesity. However, roentgenographic studies gave 
evidence of enlargement of the spleen; blood and 
bone marrow examinations suggested mild hyper- 
splenism; and the Brucella agglutinins were pres- 
ent in a titer of 1:400. A blood culture gave no 
growth of brucellar organisms. 

A splenectomy was performed. The spleen was 
five or six times normal size and contained numer- 
ous necrotic granulomas. A culture from the 
spleen yielded a growth of Brucella suis. (Proc. 
Staff Meet., Mayo Clin., 34:262, 1959.) 


Hydrochlorothiazide as a Hypotensive 
Agent 


CHLOROTHIAZIDE has been reported to have a 
mild hypotensive effect when administered alone. 
Accordingly, it seemed desirable to Spittel, Gif- 
ford and Achor to assay the blood-pressure-re- 
ducing properties of hydrochlorothiazide—a di- 
uretic agent considered to be approximately ten 
times as potent, on a milligram basis, as chloro- 
thiazide. Twenty patients with “essential” hy- 
pertension of mild to moderate degree were 
selected for treatment with hydrochlorothiazide. 

It was found that the usual effective dose of 
hydrochlorothiazide for reduction of. blood pres- 
sure was 75 to 100 mg. a day. An occasional pa- 
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tient responded well to 50 mg. a day. With such 
doses, all but one of the patients showed a signifi- 
cant reduction of blood pressure, and the blood 
pressure remained in the normotensive range in 
one-third of the patients. The hypotensive effect 
of the drug became maximal during the first two 
weeks of active therapy. 

Serial studies of blood urea and potassium 
levels revealed that the blood urea nitrogen 
sometimes tended to rise early in treatment, and 
the potassium to fall, but values tended to re- 
turn to normal although treatment was con- 
tinued. Undesirable effects of azotemia or hypo- 
kalemia were not noticed in any cases. Two pa- 
tients experienced mild nausea—not bad enough 
to require discontinuance of the therapy. Two 
other patients were bothered by postural vertigo 
to a degree that required termination of therapy 
with hydrochlorothiazide, and these patients 
were not included in the study because the period 
of treatment had been too short. 

Although it is possible that hydrochlorothia- 
zide has an antihypertensive action distinct and 
separate from its diuretic effect, the principal 
mechanism of action is thought to be a reduction 
in plasma volume as a result of diuresis. Loss of 
potassium stores is one of the effects of that 
diuresis. Although this is not ordinarily a cause 
for concern, the authors note that supplementary 
administration of potassium may be indicated 
during treatment with hydrochlorothiazide under 


the following circumstances: 


1. In patients receiving digitalis and in whom 
hypokalemia may precipitate serious digitalis 
intoxication. 

2. Those in whom potassium intake may be re- 
duced or losses may be increased (fever, vomit- 
ing, diarrhea, postoperative state, debilitating 
illness). 

3. Patients in whom concentration of serum 
potassium is less than 3.5 mEq. per liter before 
therapy is started. 

4. Patients whose concentration of serum 
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therapy. 

5. Patients lacking access to close medical 
supervision. (Proc. Staff Meet., Mayo Clin., 
$4:256, 1959.) 


Uric Acid and Intelligence 


ANUMBER OF OBSERVERS have commented upon 
the large number of their successful and intelli- 
gent people who are afflicted with gout. In fact, 
it has been suggested more than once that there 
is some causal relationship between the disease 
and human achievement. There are even some 
phylogenetic studies from which it has been sug- 
gested that the blood uric acid concentration in- 
fluences the activity of the cerebral cortex. 

In order to supply data bearing upon these 
speculations, Stetten and Hearon measured the 
serum uric acid concentration in a group of 817 
persons inducted into the United States Army 
and compared the values with scores obtained on 
intelligence tests. There was indeed a positive 
correlation, albeit at low level, between the in- 
telligence test scores and the level of uric acid. 
(Science, 129:1737, 1959.) 


Diagnosis of Minimal Ascites 


LAWSON and Weissbein describe the puddle sign, 
which is present consistently with as little as 
120 ec. of peritoneal fluid, and which is not in- 
fluenced by marked obesity or the presence of 
considerable fluid in the lumen of the bowel. The 
sign is elicited by having the patient lie prone 
for a period of five minutes. He then assumes a 
Position on “‘all fours’ so that the middle portion 
of the abdomen is dependent. One flank is per- 
cussed by repeated light flicking at a constant 
Intensity (Figure 1). The stethoscope, fitted with a 
Bowles chestpiece is first placed over the most de- 
Pendent portion of the abdomen and then gradu- 
ally moved toward the flank opposite the percus- 


G P September 1959 


potassium is less than 3.0 mEq. per liter during 





sion site. A positive sign is noted by a marked 
change in the intensity and character of the per- 
cussion note as the stethoscope is moved toward 
the opposite flank. The intensity of the note seems 
to increase and a point of demarcation is noted 
that correlates well with the amount of fluid 


present. 

Following this initial maneuver, the patient 
sits up and the examiner, holding the stethoscope 
on what was the dependent part of the abdomen, 





FIGURE 1. Method used to elicit “‘puddle sign” of ascites. 
A (above), before flicking; B (below), after the flick has been 
completed. 
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repeats the flicking maneuver. If the percussion 
note then becomes loud and clear, the initial 
impression is substantiated. 

The authors performed several experiments 
that showed that the alterations in the sound 
produced by interposed free fluid in the ab- 
dominal cavity were due to diminished high- 
frequency transmission. (New England J. Med., 
260 :652, 1959.) 


Vision Screening of Preschool Children 


SINCE 1951, the National Society for the Pre- 
vention of Blindness has stimulated or sponsored 
programs in which well-trained volunteer groups 
perform a screening examination of vision for 
preschool children. When visual abnormalities 
are detected, the children are referred for pro- 
fessional eye care. At the time of reporting on the 
program, Cunningham stated that 55,179 chil- 
dren had been screened, and that the average re- 
ferral rate in various communities was between 
5 and 6 per cent. 

The benefits of this kind of program are quite 
evident. Some 70 per cent of visual abnormal- 
ities at preschool age are refractive errors or 
ocular motor disorders. Early diagnosis and 
treatment of such correctible abnormalities may 
have a profound psychologic and educational 
influence. (Am. J. Pub. Health, 49:762, 1959.) 


Functional Types of Acute Renal Failure 


SINCE IT IS IMPORTANT diagnostically and thera- 
peutically to recognize the factors responsible for 
a given case of acute renal failure, a practical 
classification of the various functional types of 
acute uremia should prove of clinical usefulness, 
according to Waugh. 

Since the acute loss of normal renal function 
or the acute inability of the kidney to maintain 
a normal internal environment is due to either 
extrarenal or intrarenal factors, the acute renal 
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failures are divided by the author into two broad 
functional types, extrinsic failure and intrinsic 
failure. Extrinsic renal failure is defined as renal 
insufficiency due to extrarenal factors or disturb- 
ances that continually act on the kidney, re- 
moval of which is followed by prompt and virtu- 
ally complete return of kidney function to nor- 
mal. Extrinsic renal failure may be caused by 
such factors as dehydration, salt depletion, gen- 
eral circulatory insufficiency, reflex renal ische- 
mia and obstruction of the urinary tract below 
the renal pelvis. Oliguria is common to all dis- 
orders classified as instances of acute extrinsic 
renal failure, and this oliguria may be promptly 
reversed by adequate therapy directed extra- 
renally. 

The loss of normal renal function may also be 
due to factors inherent in the kidney. Acute glo- 
merulonephritis, acute pyelonephritis, renal cor- 
tical necrosis and acute tubular necrosis (“lower 
nephron nephrosis’’), either nephrotoxic or is- 
chemic in origin, are all instances of acute intrin- 
sic renal failure. In such intrarenal disorders, § For 1 
renal function is not promptly and completely § surgic 
restored to normal by any presently known Gand ¢ 
means, although the renal failure may frequently § cases 
be reversible over a period of days or more if the § Janua 
initial insulting factors are removed. major 

In acute extrinsic renal failure, the urine is J or old 
characteristically low in volume, low in sodium § to the 
concentration, but high in specific gravity, be- Figur 
cause filtered solutes other than sodium salts Th 
(chiefly urea) have been concentrated by tubu- § pictec 
lar reabsorption of water. Thus, the specific] Wh 
gravity of this acutely oliguric urine is usually § recon; 
above 1.018 and its urea concentration above 2.0 § signifi 
Gm. per cent even though sodium and chloride § bility 
concentrations are usually reduced. best p 

In acute intrinsic renal failure, oliguria is also mous 
commonly found; however, the specific gravity § esoph 
and the urea and sodium concentrations are § Ther 
dependent upon the functional type of failure § depic 
present. 260:3: 
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In primary diffuse glomerular disease (acute 
gmerulonephritis) a generalized reduction in 
glomerular filtration sufficient to cause acute 
oliguria usually occurs before there is much tubu- 
lar damage. Similar to the oligurias of acute ex- 
trinsic renal failure, the oliguric urine of acute 
diffuse glomerulonephritis is characterized, at 
least in the first few days, by a specific gravity 
above 1.018 and a low sodium concentration. On 
the other hand, the oliguric urine formed during 
acute intrinsic tubular disease has different 
features. 

In acute tubular necrosis, the urine has, from 
the onset, a specific gravity that tends to ap- 
proach that of a filtrate of plasma (about 1.010) 
and usually has a sodium concentration of over 
30 mEq. per 1. even in the presence of the body’s 
needs for sodium conservation. (Arch. Int. Med., 
103:690, 1959.) 


Carcinoma of the Esophagus and Cardia 


FOR THE PURPOSE of assaying the practicality of 
surgical treatment of carcinoma of the esophagus 
and cardia, Ellis and his coworkers analyzed all 
cases encountered at the Mayo Clinic between 
January, 1946, and January, 1956. The great 
majority of the 909 patients were 50 years of age 
or older. The distribution of patients according 
to the anatomic location of the lesion is shown in 
Figure 1, right. 

The ultimate outcome in the 909 cases is de- 
pieted in Figure 2, right. 

When the analysis for the ten-year period was 
reconsidered as two five-year periods, there was a 
Significantly lower mortality and higher resecta- 
bility in the latter period. It was evident that the 
best prognosis prevailed in patients having squa- 
mous ce!l carcinoma of the lower portion of the 
esophagus and of the esophagogastric junction. 
The results in the 154 patients of that group are 


depicted in Figure 3, right. (New England J. Med., 
260:351, 1959.) 
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73— 8.0% 


212 — 23.3% 


166 — 18.3% 


458 — 50.4% 


Total: 909 — 100% 


FIGURE 1. Locations of carcinoma of the esophagus in 909 
cases. 


Examined — 100% 


Operated on — 45.6% 


Resected — 27.0% 


Survived resection — 22.7% 


Survived three years — 5.5% 


Survived five years — 3.9% 


FIGURE 2. Outcome of carcinoma of the esophagus in 909 
cases. 


Survived resection — 28.6% 
Survived three years — 14.3% 


Survived five years — 12.3% 


FIGURE 3. Outcome of squamous cell carcinoma of the lower 
portion of the esophagus and of the esophagogastric junction 
(154 cases). 


(Credit to New England Journal of Medicine.) 
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Dilantin Toxicity 

DILANTIN INTOXICATION encompasses a wide va- 
riety of central nervous system signs and symp- 
toms. Manlapaz reports the cases of an 18-month- 
old boy and a 6-year-old boy, both of whom de- 
veloped abducens nerve palsy and cerebellar 
symptoms while on Dilantin therapy. In the 
younger child, the drug had been taken for only 
one week, and mistakenly for a cold. In both 
cases, these signs disappeared within ten days 
after discontinuance of the drug. 

Manlapaz emphasizes that the predominance 
of brainstem and cerebellar symptoms in Dilan- 
tin intoxication infer a difference in its quantita- 
tive accumulation in different brain structures, 
and an actual selectivity for certain parts. He 
cites the case of a patient who had taken this drug 
for 20 years, and who at posterior fossa explora- 
tion had marked cerebellar atrophy with com- 
plete abolition of Purkinje cells. 

Despite these rare evidences of severe toxicity, 
Dilantin remains one of the best of the anti- 
convulsants. Treatment of toxicity consists of 
simple discontinuance of the drug. (J. Pediat., 55: 
73, 1959.) 


Tleocolic Intussusception 


INTUSSUSCEPTION IN CHILDREN is a dynamic con- 
dition. The head of the intussusception is not 
fixed until gangrene or adhesions occur. Bass, 
Sieber and Girdany describe their experiences 
comparing the hydrostatic reduction of ileocolic 
intussusception with primary surgical reduction. 

This condition is idiopathic, usually occurring 
in previously healthy children. There is no regu- 
lar antecedent history. Frequent clinical findings 
include paroxysmal abdominal pain, vomiting, 
palpable abdominal mass and blood in the stools. 
Thirty-eight deaths occurred among the 264 chil- 
dren in the authors’ series. Six of these died be- 
fore any treatment, and in three the intussuscep- 
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tions were incidental findings at autopsy. Find 
ings associated with a poor prognosis included 
history of cathartics, high fever, marked abdom- 
inal distention, rectal mass, shock, dehydration, 
peritonitis and age less than 4 months. 

Signs of intestinal obstruction suggest the pres- 
ence of ileo-ileal intussusception or gangrene. 
These are contraindications to the use of hydro- 
static pressure. In this method, the radiologist 
applies pressure with barium enema, with the sur- 
geon in attendance. Reduction is considered com- 
plete when free flow of the barium mixture is ob- 
served through the ileocecal valve, and ileal fill- appeal 
ing. Objections to this method include suggested One d 
possibilities of perforation of gangrenous bowel, initial 
and increased incidence of recurrences. oul 

In 92 children with ileocolic intussusception, site at 
hydrostatic pressure was the initial treatment. The 
Perforation occurred in one 3-month-old infant sponsi 
with gangrene. This child recovered after sur- plsem: 
gical resection. The incidence of recurrence was conge: 
not increased over that in cases reduced primarily may | 
by surgery. 

In 80 cases, hydrostatic pressure was definitive 
therapy. Three of these had to be confirmed by 
laparotomy since x-ray signs were not certain. 
Morbidity and length of hospital stay were favor- 
ably affected by hydrostatic treatment. Mortal- 
ity with ileocolic intussusception is related chiefly 
to gangrene, intestinal obstruction, electrolyte 
disturbances and shock. (J. Pediat., 55:51, 1959.) 
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Sustained Plasma Quinidine Levels 


QUINIDINE THERAPY is more hazardous in pa-§ aqiy 
tients with congestive heart failure than in those valoe 
without failure. In heart failure, the plasma level In 
of quinidine is sustained at a high level for longer Miller 
periods of time than in those without failure. Ammer 
These observances have led to speculation that levels 
the congested liver or kidneys are responsible for the C 
the hazards of quinidine therapy in heart failure. rans 
Rosenberg and his colleagues, from Israe!, have} p por 
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studied these phenomena in dogs with experi- 
mental venous congestion. Elimination of quini- 
“B dine from the plasma was studied by determining 
quinidine levels at intervals after the intravenous 
administration of quinidine sulfate. In control 
"Banimals, at three hours 41 per cent, and at 24 
‘Bhours 8 per cent of the quinidine was detectable 
in the plasma as compared with a 15-minute 
sample. In dogs in which the thoracic vena cava, 
“abdominal vena cava above the renal veins, and 
“B abdominal vena cava below the renal veins were 
constricted seven to 21 days previously, the dis- 
appearance of quinidine was markedly delayed. 
One day after injection, 39 to 47 per cent of the 
initial level was still present in the plasma. How- 
ever, there were no differences according to the 
site at which veins were constricted. 

These experiments imply that the factor re- 
sponsible for sustained quinidine level in the 
plasma is peripheral venous congestion and not 
congested liver or kidneys. The same mechanism 
may be at work in congestive heart failure. (J. 


mt lab. & Clin. Med., 58:849, 1959.) 
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AN EARLIER REPORT attested to the infrequency 
of coronary artery disease and arteriosclerosis in 
general among the Navajos. The point was made 
at that time that the diet of that tribe does not 
have a remarkably lower fat content than the 
usual diet of the non-Indian population in the 
United States. There remained some uncertainty 
whether mean plasma cholesterol values for 
adult Navajos differed remarkably from mean 
values in a non-Indian group. 

In pursuit of these studies, Abraham and 
Miller compared the plasma cholesterol levels in 
American Indians on five reservations with the 
levels reported for white patients examined at 
the Cleveland Clinie Foundation. The results are 
es shown in the diagram at the right. (Pub. Health 
Reports, 74:392, 1959.) 
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Parotitis After Diuretic Therapy 


POWER REPORTS five patients who developed 
parotitis after intensive diuretic therapy. It is 
well known that parotitis arises from a retrograde 
invasion of the gland by oral bacteria with the 
most necessary prerequisite appearing to consist 
of dehydration and a reduced flow of saliva from 
the gland. It is the prevention of dehydration, 
particularly through surgical attention to fluid 
and electrolyte balance, that has resulted in a re- 
duced incidence of surgical parotitis. The dehy- 
dration that may follow intensive diuretic ther- 
apy predisposes to the development of medical 
parotitis. (New England J. Med., 260:1079, 1959.) 


Internal Mammary Artery Ligation 


CONSIDERABLE RELIEF of symptoms has been re- 
ported for-patients with angina pectoris subjected 
to bilateral ligation of the internal mammary ar- 
teries. The physiologic basis for the relief of an- 
gina afforded by this rather simple operation is 
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Comparison of mean plasma cholesterol values in 
American Indians and a Cleveland white group. 
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not clear. Allegedly, increased coronary flow was 
facilitated through collateral channels proximal 
to the site of ligation. However, definitely in- 
creased coronary flow after bilateral internal 
mammary artery ligation has not been shown. 
Furthermore, this procedure does not afford pro- 
tection to dogs subjected to ligation of the anterior 
descending coronary artery. 

The influence of placebo therapy and its con- 
comitant feature of enhanced professional inter- 


‘est by the physician have long been known to 


function beneficially in the relief of subjective 
symptoms, particularly in cases of angina pec- 
toris. Cobb designed a study to evaluate the role 
of such factors after internal mammary ligation 
by observation of the effects of a “‘placebo”’ pro- 
cedure consisting of parasternal skin incisions. 

Eight patients had their internal mammary 
arteries ligated, while nine had skin incisions 
only. During the first six months, five out of eight 
of the ligated patients and five out of nine of the 
nonligated patients reported significant subjec- 
tive improvement. Only two patients demon- 
strated a significantly increased exercise toler- 
ance. Both were in the nonligated group. One of 
these patients failed to demonstrate the abnormal 
electrocardiographic changes that occurred pre- 
operatively with the same exercise test. 

From the results in this small group of patients, 
bilateral skin incisions in the second intercostal 
space seemed to be at least as effective as internal 
mammary ligation in the therapy of angina pec- 
toris. (New England J. Med., 260:1115, 1959.) 


Great Vessel Involvement in Lung Cancer 


STEINBERG AND FINBY SUMMARIZE their expe- 
rience with angiocardiography in 250 consecutive 
proved cases of lung cancer. Their studies indi- 
cated that 30 per cent of the patients had involve- 
ment of the superior vena caval or central pul- 
monary arterial vessels. These carcinomas were 
nonresectable and the vascular invasion was due 


172 





to hilar and mediastinal nodal involvement. In 
53 per cent of the cases, lobar and segmental pul- 
monary arterial involvement was demonstrated. 
In some instances, because the vascular deform- 
ity was confined to a segment or lobe, lobectomy 
rather than pneumonectomy was feasible. 

When carcinoma of the lung is complicated by 
severe chronic pulmonary disease, such as pul- 
monary fibrosis and emphysema, angiocardio- 
graphic studies may disclose that the hazard of 
pneumonectomy is too great because of the bur- 
den that would fall on the diseased opposite lung. 
When careful attention is paid to roentgeno- 
graphic technique of angiocardiography, maximal 
usefulness in determining resectability and prog- 
nosis is achieved. (Am. J. Roentgenol., 81:807, 
1959.) 


Postural Circulatory Adjustments 


SIMONSON has employed a new device in measure- 
ment of a volume pulse in extracranial tissue. 
Changes in the pulse contour and the blood flow 
to this area could be continually recorded and 
analyzed. 

Older men (mean age 58) were compared with 
younger men (mean age 25) in their circulatory 
adjustments to postural change. Decrease of 
pulse amplitude in the head-up position and in- 
crease with the tilted-down position were much 
greater in the older group. This indicated im- 
pairment of postural circulatory adjustments 
with age. 

However, when older patients with proven 
coronary artery disease (mean age 60) were in- 
vestigated, there was an increased amplitude in 
the head-up position, and less than the normal 
increase of amplitude in the tilted-down position. 
Thus, the response of coronary patients was Op- 
posite to the age trend. This vascular hyperac- 
tivity in coronary patients may be due to a hy- 
per-reactive carotid sinus. (Circ. Research, 7:442, 
1959.) 
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Effect of Corn Oil 


INGESTION of corn oil has been reported to lower 
the level of plasma cholesterol in man. The mech- 


“fanism of this action has not been fully eluci- 


dated. 

In restudying the use of corn oil, Rhoads and 
Barker designed a regimen that would be ac- 
ceptable to most patients without radical change 
in their usual diet and without the use of formula 


“| diets. The regimen was tested in eight men, 40 to 
‘| 55 years of age, who were in a state hospital with 


amental diagnosis of schizophrenia. The patients 
were selected because they had high values for 
plasma cholesterol (247 to 331 mg. per 100 ml.) 
among 96 male patients who were screened for 
inclusion in the study. Thorough preliminary 
examinations of the subjects were essentially 
normal. 

The period of the study was divided into four 
parts. During the first part (70 days), the sub- 
jects received a diet that had a reduced fat con- 
tent. During the second part (92 days), they re- 
ceived 90 ec. of corn oil (Mazola) a day in addi- 
tion to the diet with reduced fat content. Dur- 
ing the third part (62 days), they received the 
routine hospital diet plus 30 ec. of corn oil with 
each meal. During the fourth part (66 days), they 
received the routine hospital diet alone. The re- 
sults of the study are shown in the diagram shown 


“F above. 
_ Ttis -vident that a reduction of the fat content 
in the \iet was followed by a lowering of values 
GP September 1959 


for plasma cholesterol. There was an attendant 
weight loss. When corn oil was added to the low 
fat diet, a further decline in plasma cholesterol 
resulted. That reduction was fairly well main- 
tained despite the fact that the average weight 
of the subjects was increasing during this period. 
During the time that the house diet and corn oil 
were being used, there was an increase of about 
35 mg. in the mean value plasma cholesterol. 
However, that mean value was still below the 
original control level. 

The low fat diet used in this study was a rela- 
tively simple one, arranged by omitting butter, 
cream and gravies, substituting skim milk for 
whole milk, and broiled lean meat for other meat, 
cooking without added fat, and eliminating des- 
serts containing substantial amounts of fat in 
favor of fruits and Jello. (Proc. Staff Meet., Mayo 
Clin., 34:225, 1959.) 


Nonhemolytic Anemia of the Newborn 


ANEMIA in a newborn infant may be due to 
hemorrhage, hemolytic disease or hypoplastic 
anemia. Gunson writes about concealed fetal 
hemorrhage, with no external bleeding evident 
either before or after parturition. This occurs 
when the fetus bleeds into the maternal circula- 
tion—so-called ‘‘fetomaternal transfusion.” 
While the causes of this condition are not 
known, it is suggested that blood loss from fetus 
to mother may be controlled by intrauterine and 
intraplacental pressure alterations at term and 
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during labor. The clinical signs exhibited by the 
infant naturally depend on the quantity and rate 
of the blood loss. Prolonged or repeated hemor- 
rhage while the infant is in utero produces a well- 
established anemia at the time of birth. On the 
other hand, rapid hemorrhage just prior to birth 
results in shock. 

The anemia is surprising, since nothing more 
than the normal blood loss is noticeable during 
delivery. The anemia of hemolytic disease is easily 
distinguished from this condition. The rare hy- 
poplastic anemia of the newborn is ruled out by 
the presence of regenerative erythrocytes in the 
peripheral smear. Thus, the diagnosis of fetal 
hemorrhage into the maternal circulation is a 
presumptive one. It depends on a careful mater- 
nal history (to rule out situations favorable for 
fetal bleeding such as abruptio placenta and 
placenta previa) and clinical examination of the 
infant. 

The proof that fetal cells have entered the 
maternal circulation can be established by special 
methods: differential agglutination and the de- 
termination of fetal hemoglobin. 

The clinical course of this anemia is charac- 
teristic. Blood loss ceases at birth, there is no 
progression of anemia and markedly increased 
erythropoietic activity rapidly restores the eryth- 
rocyte deficit. (J. Pediat., 54:602, 1959.) 


Thyrotropin Inhibitor 


LEPP HAS REPORTED further evidence for the 
presence of a thyrotropin (TSH) inhibitor in 
human urine. The assay technique used in the 
present study is four hours in duration, and 
involves observation of I'*' blood levels after 
TSH stimulation in cockerels prepared with 
patients’ urine. 

Significant TSH inhibitory effect was noted in 
three urinary preparations from hypothyroid 
patients on thyroid medication. Thyroid medica- 
tion was itself tested, and it was not found to be 
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metabolized to form the TSH inhibitor. So far, 
the relative amount of urinary TSH inhibitor 
has varied considerably in collections made a few 
weeks apart, and attempts to repress endogenous 
TSH stimulation have been unsuccessful. (Proc. 
Soc. Exper. Biol. & Med., 100:683, 1959.) 


Pleural Fluid Amylase in Pancreatitis plicatir 
PLEURAL EFFUSION and other pulmonary find- Sy 


ings frequently complicate pancreatitis, accord- 
ing to Hammarsten and his associates. Of 63 
cases of pancreatitis, 30 per cent of these patients | 
had roentgenographic involvement. Fourteen pa- 
tients had atelectasis, and five had pleural effu- | /UMOF 
sions. An additional four patients had significant ja" lin; 
pleural effusions found at post-mortem exami- the M 
nation. to 195 
In four patients with pancreatitis who had §™@mor 
pleural effusions, serial pleural amylase deter- benign 
minations were made. The amylase content was Figure 
invariably elevated, was higher than the serum It 18 
concentration, and declined more slowly. The lesions 
pleural fluid amylase was determined in 12 pa- The 
tients with diseases other than pancreatitis. The follows 
pleural fluid amylase was invariably lower than Kee 
the serum amylase in these patients. be mc 
It is almost certain that the amylase found lowing 
within the pleural cavity in patients with pan-} 1-7 
creatitis has the pancreas as its original source. | Nearly 
However, it is not known how the pancreatic] 2.0 
enzymes reach the pleural cavity and other] 3 J, 
parts of the body. Several theories have beet {tumor 
postulated for the relationship of pleural ef-] 4 A 
fusion to pancreatitis. There is a rich lymphatic maligr 
connection between the abdomen and thorax 5 V 
through the diaphragm. These connections serve 
as auxiliary channels and probably are used only 
during times of obstruction of the normal lymph 
drainage. This certainly would be present In 
pancreatitis with its inflammatory reaction. An-} 7. P 
other possible explanation is that of direct con- 
tact and fat necrosis. Anatomically, the tail of ( 
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he pancreas comes in direct contact with the 
diaphragm. With the acute inflammation of 
pancreatitis, direct contact with the pancreatic 
secretion may give the needed chemical irritation 
cause the pleural effusion and, with retrograde 
ymph drainage, to maintain the elevated pleural 
amylase. Because of the location of the pancreas, 
it is to be expected that pleural effusion com- 
plicating pancreatitis would occur more fre- 
quently on the left side. (Am. Rev. Tuberc., 
9:606, 1959.) 


Small Intestine Neoplasms 


Tumors of the small intestine are uncommon. 
Darling and Welch, in a study of the records of 
the Massachusetts General Hospital from 1913 
to 1957, found that there had been 132 such 
tumors discovered at operations. The ratio of 
benign to malignant neoplasms is indicated in 
Figure 1, right. 

Itis evident from Figure 2, right, that malignant 
lesions were more frequently symptomatic. 

The major clinical patterns can be shown as 
follows (Figure 3): 

Keeping in mind that numerous exceptions will 
be encountered, the authors propounded the fol- 
lowing special ‘diagnostic features.” 

1. Tumors found incidentally at operation are 
nearly always benign. 

2. Obstruction is chronic and remittent. 

3. Intestinal bleeding is common with all 
tumors except carcinoids. 

4. A palpable mass nearly always indicates a 
malignant tumor. 

5. When the palpable mass is tender, suspect 
lymphoma. 

6. Perforation is common with lymphoma and 
Sarcom:.. “ 

7. Perforation is rare with cancer and was not 
fncountered with carcinoid or benign tumors. 
(New ingland J. Med., 260:397, 1959.) 
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Antibodies and Total Body X-Irradiation 


SASLAW AND CARLISLE have studied modifica- 
tions of the immune response following total 
body x-irradiation in monkeys. These are the 
first published reports on such studies in pri- 
mates, and probably offer results paralleling 
those that might be obtained in humans. 

The total body x-irradiation dose was 450 r. 

When the irradiation preceded by 24 hours im- 
munization with typhoid antigen and sheep 
erythrocytes, there was a definite delay in anti- 
body formation for the first two or three weeks. 
Irradiation ten to 12 days after completion of 
immunization did not appreciably alter antibody 
formation. Monkeys given booster injections 
four or six months after irradiation responded in 
a manner similar to controls. 
These results are in agreement with studies in 
other species, that antibody formation is most 
markedly suppressed when irradiation is given 
shortly before immunization. The studies imply 
that an already immunized individual would 
fare better in this regard following heavy total 
body irradiation than one immunized subsequent 
to exposure. (J. Lab. & Cun. Med., 53:896, 
1959.) 


SE ES LE SE EN Se 


Anemia of Prematurity 


PREMATURE INFANTS commonly develop anemia 
during the first few months of life. Dancis and his 
i colleagues have investigated the mechanism of 
! this anemia in three infants, using tracer tech- 
niques. Glycine containing N™, a nonradioactive 
isotope of nitrogen, was fed to the infants within 
the first 48 hours of life. This isotope was incor- 
i porated into hemoglobin. Serial blood examina- 
tions were made over four-month periods in each 

case, using very small quantities of blood. 
In normal individuals, during administration 
of glycine-N™, the erythrocytes formed in the 
bone marrow are labeled with N®. As they 
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appear in the blood stream, the N® concentra- 





tion of circulating hemoglobin rises. It then re/ 
mains level as long as the rate of synthesis of ne 
unlabeled cells is equal to the rate of degradatio 
of old unlabeled cells. The N® concentration 
gradually decreases as the tagged cells reach th 
end of their life span and are degraded. Few cel 
are degraded in less than 40 days, the average lif 
span being 110 to 130 days. The N® concentra- 
tion falls off in an S-shaped curve, probably 
cause of reutilization of N“ released from d 
graded hemoglobin and other proteins. 
Calculations based on such curves permitted 
these authors to detect a pattern that describes 
the anemia of prematurity. In Phase 1, the first 
six to ten days, N“ concentration rises rapidly. 
In Phase 2, from ten to 50 days, the rate of syn- 
thesis of erythrocytes is reduced. This is shown 














by a constant total circulating N® but a falling 
total circulating hemoglobin. Phase 3, 50 to 80 
days, is characterized by a period of increased 
hemoglobin synthesis, and in Phase 4, 80 to 130 
days, the increased synthesis continues. 

The studies indicate that this anemia results 
from a decreased rate of erythrocyte formation. 
The effects of this are exaggerated by the rapid 
growth of the infant and the increase in blood 
volume. The red blood cells have a normal life 
span. (J. Pediat., 54:748, 1959.) 


Pleural Biopsy 


BIOPSY OF THE PARIETAL PLEURA with a Vim- 
Silverman needle has gained wide acceptance 
since its introduction in 1955. Green has reviewed 
his recent experience on 22 biopsies in 18 patients. 
The technique included local anesthesia with pro- 
caine but no other premedication. In 11 of the 18 
patients, the results of the biopsy influenced the 
diagnosis and management to varying degrees. In 
the remaining seven patients, the biopsy was 
either technically inadequate or no definite path- 
ologic diagnosis could be made. The author pre- 
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4 sents three examples when biopsy was decisive 


and correctly differentiated between carcinoma 
and tuberculosis. 

Four complications were encountered. Hemo- 
thorax and chest wall infection occurred in the 
same patient, subcutaneous emphysema occurred 
once, and a third patient developed hemothorax. 
A review of the literature, as well as his own ex- 
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biopsy is a valuable procedure in diagnostic prob- 
lems, but should not be performed routinely. The 
presence of pleural fluid is a necessary antecedent 
of biopsy. (New York State J. Med., 59:2367, 


Sf 1959.) 


Hydrocortisone in Mouse Hepatitis 


IN HUMAN HEPATITIS, ACTH and corticosteroids 
promote a sense of well-being, stimulate appetite 
and increase the disappearance of hyperbiliru- 
binemia. Despite these beneficial effects, the lab- 
oratory criteria of liver disease remain abnormal 
for approximately the same length of time as in 
patients not treated with corticosteroids, and 
liver biopsies reveal no significant change in the 
extent of hepatic tissue necrosis. 

Since viral hepatitis of mice is similar in many 
respects to hepatitis in man, Manso, Friend and 
Wroblewski undertook a study of the effect of hy- 
drocortisone in this experimentally transmitted 
disease. They followed the serial plasma and tissue 
activities of four enzymes: glutamic oxalacetic 
transaminase (GOT), glutamic pyruvic trans- 
aminase (GPT), lactic dehydrogenase (LD) and 
glutathione reductase (GR). The extent of he- 
patic tissue necrosis was studied histologically. 

Typical results in the four groups of animals 
studied are shown in the graph at the right. While 
Various doses were employed and various times 
of drug administration were used, the results 
all showed the same effect. Significant increases 
M serum enzyme activities were noted in hy- 
drocortisone-treated mice with hepatitis. Nor- 
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mal mice receiving hydrocortisone showed no 
elevations, and untreated mice with hepatitis 
showed mild elevations. 

Other workers have reported an increase in the 
virulence of virus diseases in corticosteroid- 
treated animals. Manso and his colleagues con- 
sider that their observations suggest an adverse 
effect of hydrocortisone on experimentally in- 
duced hepatitis. (J. Lab. & Clin. Med., 53:729, 
1959.) 
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Plasma Enzyme Activity 


Comparisons of plasma enzyme activity, four days after in- 
troduction of hepatitis virus and hydrocortisone, in four ex- 
perimental groups of mice. 
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Blood Ammonia in Cirrhosis 

CHAIKIN AND KONIGSBERG divided their patients 
with Laennec’s cirrhosis into three groups: 27 
patients had normal blood ammonia levels; 28 
patients had elevated ammonia levels and no 
neurologic signs; 18 patients had elevated ammo- 
nia levels and neurologic signs. After studying the 
effects of various therapeutic measures on these 
three groups of cirrhotic patients, the authors 
concluded that low protein diets increased the 
survival time and improved the neurologic ab- 
normalities in the second and third groups, i.e., 
patients whose ammonia levels were high to begin 
with. Dietary measures had no such beneficial 
effect on the cirrhotics with normal blood ammo- 
nia levels. The authors suggest that blood am- 
monia levels (preferably arterial) should be used 
to guide dietary therapy rather than as an over- 
all aid to prognosis. (Gastroenterology, 36:785, 
1959.) 


Treatment of Systemic Lupus 


SOFFER HAS REVIEWED the results of steroid ther- 
apy in 55 patients with acute systemic lupus 
erythematosus. In general, with adequate admin- 
istration of hormonal therapy, temperature re- 
turns to normal in 12 to 36 hours. Arthralgias 
subside within a day or two. Skin rashes, pleural 
and pericardial effusions resolve in about one 
week. A previously false-positive serology reverts 
to negative in only 20 to 30 per cent of cases. 
L.E. cells do not disappear from peripheral blood 
although their numbers are reduced. Thrombo- 
cytopenia and hemolytic anemia subside although 
a positive Coomb’s test remains positive. Sedi- 
mentation rates become normal in over half the 
cases. 

The major threat to life in patients with sys- 
temic lupus is persistent and progressive renal 
disease. A sharp distinction must be made be- 
tween the proteinuria, abnormal sediment and 
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azotemia found at the height of active, febrile 
lupus, and these same findings when temperature 
is normal and the extrarenal lupus is under con- 
trol. It is the latter circumstance that carries 
a poor prognosis. 

The side effects of adrenal cortical steroids are 
well known and are related to dosage. Two ad- 
ditional complications are described in the pres- 
ent report. Convulsions may occur with unre- 
stricted salt intake during hormone therapy and 
may be treated by salt restriction. Muscular 
weakness of the thigh and hip muscle groups was 
noted in three patients after prolonged therapy. 
(J. Mt. Sinai Hosp., 26:297, 1959.) 


Pathogenesis of Sydenham’s Chorea 


SYDENHAM’S CHOREA has long been considered to 
be part of the spectrum of rheumatic fever. In 
rheumatic polyarthritis and rheumatic carditis, 
a relationship has been clearly shown to pre- 
ceding episodes of streptococcal infection, whether 
clinical or subclinical. Similar evidence that 
chorea is a sequel of streptococcal infection had 
hitherto been lacking. Indeed, chorea often 
developed at times when all tests for strepto- 
coccal infection or for “rheumatic activity’’ were 
negative. 

Taranta has now filled a gap in the picture of 
relationships of rheumatic fever, streptococcal 
infection and chorea. He reports an experience 
with 60 patients who had previously had chorea 
and in whom meticulous search was being con- 
ducted for evidence of streptococcal infection as 
a part of a program of antistreptococcal prophy- 
laxis. Among the 60 patients, there were 19 in 
whom one or more episodes of streptococcal in- 
fection were detected by clinical or laboratory 
methods or both. In three of these 19 patients, 
definite recurrences of chorea developed. Yet, 
the time interval between streptococcal infection 
and onset of chorea was a long one, ranging from 
three to six months. Under these circumstances, 
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it was not surprising that the sedimentation rate 
and test for C-reactive protein were negative at 
the time of onset of chorea. 

From these studies, it seems evident that dis- 
covery of a relationship between streptococcal in- 
fection and subsequent chorea had been handi- 
capped by the fact that there is a long interval 
between the two events. Clarification of that re- 
lationship supports the thought that children 
who have had chorea should receive antistrepto- 
coceal drugs with a view to prevention of subse- 
quent attacks of chorea or rheumatic fever. (New 
England J. Med., 260:1204, 1959.) 


Histoplasmin Sensitivity in Alaskan Natives 


RECENT REVIEWS of the geographic distribution 
of histoplasmin sensitivity reveal that there are 
still many areas of the world for which there is 
little or no information on this subject, according 
to Comstock. The author reports the results of 
histoplasmin testing of 509 natives in five villages 
near the mouth of the Yukon River in Alaska. 
Three persons, or 0.6 per cent of the tested popu- 
lation, had reactions of 5 or more mm. of indura- 
tion. The author believes that there is no specific 
histoplasmin sensitivity in this population. (Am. 
Reo. Tubere., 79:542, 1959.) 


Mosquito-Borne Encephalitis 


THREE DISTINCT TYPES of virus have been identi- 
fied as causes for encephalitis among humans to 
whom they are transmitted by mosquitoes in the 
United States. These varieties are named for the 
geographic regions in which outbreaks of en- 
cephalitis first occurred. Thus, there are western 
encephalitis, eastern encephalitis and St. Louis 
encephalitis. For all three varieties, the natural 
history of the infection and the clinical -conse- 
quences are essentially the same. 

Ih writing on this subject, Beadle notes that 
wild birds are the principal reservoirs of infection 
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Transmission of mosquito-borne encephalitis 


and mosquitoes are the vectors for these virus 
diseases. Normally the infection chain is limited 
to birds and mosquitoes. However, at times, the 
virus spills over to horses, humans and other 
mammals (see diagram above). Man and horses 
appear to be dead-end hosts and are not im- 
portant in the natural cycle. 

Among humans and horses, the symptoms of 
infection range from the clinically inapparent 
type to a severe, highly fatal involvement of the 
central nervous system. The symptoms some- 
times are confused with poliomyelitis, but paraly- 
sis is a rare aftermath to mosquito-borne en- 
cephalitis. 

Beadle believes that the encephalitis viruses 
have a high epidemic potential. It seems that the 
reservoir for the infection is maintained in over- 
wintering mosquitoes and by latent infection in 
birds. At the present time, the only practical 
prevention of encephalitis in humans is by mos- 
quito control. (Pub. Health Reports, 74:84, 1959.) 


Encopresis 


ENCOPRESIS DENOTES the act of involuntary def- 
ecation not directly due to organic causes. Mc- 
Taggart and Scott present a comparative study 
of psychogenic fecal soiling in 12 pediatric pa- 
tients seen in a one-year period. 

In the encopretic child, constipation with the 
development of megacolon is a frequent finding. 
A clear differentiation can be made between the 
psychologic and organic factors in the develop- 
ment of megacolon. In psychogenic megacolon, 
fecal soiling is the major complaint, whereas, in 
patients with neurogenic megacolon (Hirsch- 
sprung’s disease), constipation or obstipation is 
the major complaint. In Hirschsprung’s disease, 
the onset is at birth or in the first few weeks of 
life, while in psychogenic megacolon, the onset 


179 





Fe ST A TT 


eae ae 


Tips from 
Other Journals 


occurs after neuromuscular control is gained. 
Other features of the psychogenic lesion include 
infrequent use of the toilet for defecation, inhibi- 
tion of stool, periodic voluminous stools, feces- 
packed rectum, the absence of a spastic segment 
on fluoroscopy, and a relatively benign course. 

The 12 cases of encopresis reported ranged 
from 5 to 13 years of age. All were of normal or 
superior intelligence as measured on the Stan- 
ford-Binet test, and all were from homes with 
fair degrees of economic and social stability. 
Referral to a children’s psychiatric clinic oc- 
curred only as a last resort and only after a his- 
tory of many years’ duration. The duration of 
symptoms ranged up to nearly ten years. 

A typical history was that of severe discipline 
in toilet training, with the child rebelling against 
coercive methods. Obsessive traits were common 
in mothers, fathers often being easygoing, non- 
chalant types. As the child began to withhold 
bowel movements, constipation alternating with 
fluid leakage developed. Impactions were com- 
mon. Treatments invariably failed and parents 
became increasingly desperate. 

The authors emphasize that this problem can 
be viewed optimistically. Seven of these patients 
were cured, and three greatly improved. Psycho- 
therapy was based on an intimate knowledge of 
each child and his peculiar relation to his en- 
vironment. In most cases, simple cause-and- 
effect relationships could not be demonstrated. 
(J. Pediat., 54:762, 1959.) 


Acute Temporal Myositis 


BUSH DESCRIBES three patients, 2 to 3 years of 
age, with bilateral swellings over the origins of 
the temporal muscles. Each child had been chew- 
ing vigorously for prolonged periods prior to onset. 
The affected areas were not tender, and there were 
no constitutional signs or symptoms. The swell- 
ings disappeared spontaneously within 24 hours. 
(J. Pediat., 54:809, 1959.) 
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Blood Cholesterol 
and Uric Acid Under Stress 


DREYFUSS AND CZACZKES STATE that the exam- 
ination of medical students at the end of their 
course of study offers an opportunity to investi- 
gate physiologic changes occurring in stressful 
situations in healthy persons. On close study of 
the life histories of a number of patients with 
coronary occlusion, it has been found that mount- 
ing emotional stress frequently preceded such an 
event. In a number of instances, an acute addi- 
tional stressful experience occurred close to the 
development of myocardial infarction. 

The similarity of this sequence of events with 
the situation of pre-examination tension ter- 
minating in the stress of the examination itself 
prompted the authors to study the level of blood 
cholesterol and fractions bound to alpha and beta 
lipoproteins under these circumstances. Since a 
number of patients with coronary artery disease 
exhibit hyperuricemia and since stress is apt to 
increase uric acid excretion, uric acid blood levels 
were also measured. 

In 20 of the 21 students investigated, serum 
cholesterol levels were higher during the exami- 
nation than in the control test taken two days 
later. The alpha and beta lipoprotein distribu- 
tion of blood cholesterol seemed to show that 
increased cholesterol tended to accumulate in the 
alpha fraction. There was no difference in the 
blood uric acid levels. 

Recent work tends to implicate an increase in 
blood fats in the induction of a state of hyper- 
coagulability. Such accelerated clotting has been 
shown to be a response to various stimuli includ- 
ing emotional stress, as in the situation examined 
here. Such a combined response may thus set the 
stage for the development of coronary or other 
thromboses. Whether transient rises in the blood 
cholesterol level per se contribute to the develop- 
ment of atherosclerosis is as yet a conjecture. 
(Arch. Int. Med., 103:708, 1959.) 
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Renal Papillary Necrosis 












ON HAS REPORTED a case of unilateral papil- 
ary necrosis with nephrectomy and a one-year 
ollow-up. A 28-year-old patient was admitted to 
he hospital on three occasions in a one-year 
iod for acute pyelonephritis with pain in the 
ight flank and right-sided changes on retrograde 
yelography. Because of persistent right flank 
pain and nonfunction of the right kidney, a ne- 
phrectomy was performed. The histologic diag- 
noses were acute and chronic pyelonephritis with 
abscess formation and necrotizing renal papillitis. 
There was no evidence of diabetes mellitus or 
obstructive uropathy. Following surgery, the pa- 
tient has been asymptomatic. (Am. Pract. Digest 
of Treatment, 10:979, 1959.) 


Diagnosis of Gastric Lesions 


HENNIG AND HARVEY made a retrospective 
study of 1,250 gastric lesions in an effort to esti- 
mate the frequency with which the clinician is 
doubtful about the diagnosis by the time all non- 
surgical studies have been completed. Chief 
interest settled on the problem of differentiation 
of cancer from benign lesions—a difficult prob- 
lem as shown in Figure 1, right. 

In the final analysis, the 1,250 cases subdivided 
into 650 cases of cancer and 600 cases of benign 
uleer. The difficulties of arriving at a preoperative 
diagnosis in the cancer cases are indicated in 
Figure 2, right. 

It must not be supposed that identification of a 
lesion as cancer can always be made easily at 
surgical exploration. Figure 3, right, exemplifies 
this by contrasting the impression following x-ray 
examination with the surgeon’s impression at 
operation in two groups of cancer cases. 

The results of this study seem clearly te indi- 
cate that when there is doubt about the nature of 
4 gastric lesion, surgical treatment would be in 
order. “4nn. Int. Med., 50:48, 1959.) 
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Diagnosis of cancer obvious ; 
(43%) 


Diagnosis doubtful 
(57%) 


FIGURE 1. Differentiation of benign from malignant gastric 
lesions is imperfect as shown by this experience in 1,250 cases. 
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FIGURE 2. An assay of the accuracy of preoperative diagnosis 
in 650 cases of cancer of the stomach. 


Uleer — 21 cases 


<< Bisstionable —2 cases 





Cancer — 21 cases 


FIGURE 3. Surgeon’s diagnosis at operation in 44 cases of 
nonfungating cancer of the stomach. 
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, The Uremic Syndrome 


IN DISCUSSING the mental and personality chang- 
es of the uremic syndrome, Schreiner cautions 
against a tendency to blame too much on an 
elevated blood urea. So it is that a patient with 
renal disease may have something else wrong 
with him that is responsible for changes in his 
sensorium. Examples are as follows: 

1. Associated vascular disease. 

2. Toxemia of infection. 

3. Water intoxication. 

4. Associated hepatic coma. 

5. Impaired drug tolerance. 

6. Acute anxiety reaction or reactive depres- 
sion. 

7. The associated anemia. 

8. Symptoms of tetany. 

9. Nutritional or vitamin deficiencies. 

10. Other medical and neurologic diseases. 

Now that the uremic syndrome is reversible by 
means of external dialysis, clinical observations 
of uremic patients have been much more fruitful 
in supplying information about the mental and 
personality changes that are to be ascribed to the 
syndrome. In fact, as a result of his large experi- 
ence in this sphere, Schreiner has been led to re- 
define the uremic syndrome “as a symptom- 
complex due to the accumulation of unknown 
toxic substances which appear to be dialyzable.” 

The author reports that the most common ini- 
tial complaints of the uremic patient are fatigue, 
apathy, drowsiness and inability to concentrate 
for long periods. Later, the patient’s apathy 
extends into loss of appetite, diminished sexual 
desires and performance, slowing and slurring of 
speech, and an erratic memory that may at times 
include complete amnesia. 

Along with apathy, there may be irritative 
phenomena—restlessness, drowsiness by day and 
insomnia by night, atypical response to seda- 
tives, and fibrillary muscle twitchings that later 
become gross muscle jerks or cramps. At this 
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stage, the personality often becomes compulsive 
or somewhat paranoid. In that connection, the 
author believes that the form of a uremic psycho- 
sis is undoubtedly conditioned by previous per- 
sonality. 

Finally, a variety of neurologic signs may be 
seen. Stupor progresses to coma, slurred speech 
progresses to incoherency, and muscle twitch- 
ings to convulsions. 

Following external dialysis, there may be com- 
plete reversal of the mental and physical changes 
described. This reversal is quite independent of 
the dialysarice of urea. The rate of clearing is 
quite variable. Thus, days may pass following 
dialysis before the patient again is normal. A 
similar “lag phase’? can be noted in patients 
whose condition is worsening. That is to say, 
there may be a considerable interval between 
chemical uremia and clinical uremia. (M. Ann. 
District of Columbia, 28:316, 1959.) 


Sudden Whitening of the Hair 


EPHRAIM DISCUSSES the literature pertaining to 
sudden whitening of the hair, particularly after 
severe emotional shock. Several such cases have 
been closely observed by physicians, and hair has 
been reported to turn white or gray within sev- 
eral minutes. 

Another group of patients have changed hair 
color while under treatment for a variety of 
neurologic disorders. The author reports a person- 
ally observed case of a 63-year-old man whose 
hair turned white within a six-week period, fol- 
lowing a fall with a wrist fracture. 

Theories of mechanisms in sudden change of 
hair color do not satisfactorily account for the 
phenomenon, but there seems to be little doubt 
that it actually happens. The author believes 
that his case, and perhaps many of those re- 
ported, belong to the group of vitiliginous dis- 
orders. Many cases remain unexplained. (Arch. 
Dermatol., 79:228, 1959.) 
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One Year Later 


(U.S. Public Health Service Announcement, Wash- 
ington, D.C., June 27) A FOURTH BOOSTER SHOT of 
Salk polio vaccine is recommended for all persons 
under 40 who have completed their series of three 
inoculations a year or more ago. This recommen- 
dation is made by a special committee of advisors 
to the U.S. Public Health Service and is endorsed 
by Surgeon General Leroy E. Burney. Reviewing 
1958 experience with Salk vaccine, the committee 
finds that individuals receiving three inoculations 
have a 75 per cent less probability of contracting 
paralytic polio than nonvaccinated. In some 
groups of children, the reduction of probability 
reaches 90 per cent, the committee said. 


To Speak Again 


(International Association of Laryngectomees, 
Pitisburgh, Aug. 5) 'THE American Cancer Soci- 
ety will provide financial and other aid to a re- 
habilitation program teaching laryngectomy can- 
cer patients to learn to speak again, Dr. Eugene 
P. Pendergrass, society president, announced. 
The association estimates that 95 per cent of such 
patients can learn to speak through proper train- 
ing over a period of time. 


Attitudes Toward Aging 


(University of Michigan Conference on Aging, Ann 
Arbor, June 22) FROM INTERVIEWS with nearly 
1,000 persons, it appears that individuals who re- 
gard themselves as middle-aged rather than old 
after age 60 tend to deal with life and retirement 
problems more effectively. Persons who regard 
themselves as old tend to believe that oldsters 
should dress conservatively and seek “‘old’”’ com- 
panions, that interest in sex is undignified, that 
aches are unavoidable in age, and that physicians 
treat young persons more effectively than older 
ones. “Individuals regarding themselves as old 
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tend to accept a low social evaluation of them- 
selves.”—BERNARD S. PHILLIPS, assistant pro- 
fessor of sociology, University of Illinois. 


Milk Cartons 


(News Conference, Washington, D.C., June 30) 
THERE ARE no indications of health hazards in 
waxed containers now being employed for milk 
and food. Studies in 1957 showed that some con- 
tainers were made with a type of wax known to 
contain a carcinogenic agent. This type of wax is 
no longer used.—SECRETARY ARTHUR S. FLEM- 
MING, Dept. of Healih, Education and Welfare. 


Hazardous Chemicals 


(Association of Food and Drug Officials of the 
United States, Boston, June 22) HAtF of all sub- 
stances causing accidental injury and death are 
not required by law to carry precautionary label- 
ling. Numerous such products are used in the 
home. The AMA seeks a model federal law to 
correct this hazard. “If we are to educate people 
to read labels and obey their warnings, we must 
require identification of hazardous ingredients on 
all products, not merely on certain classes of 
chemicals such as pesticides.”—-BERNARD E. 
CONLEY, PH.D., Chicago, secretary of the AMA 
Committee on Toxicology. 


Avoidable Surgery 


(Postgraduate Medical Assembly, Houston, Tex., 
July 21) By detecting mental disturbances 
which are accompanied by abdominal complaints, 
physicians might reduce abdominal surgery by 75 
per cent. Taking detailed personal histories will 
assist, for “‘there is no lab test that will tell you 
a woman is heading for a nervous breakdown, 
that her husband is chasing around, or that she 
is still grieving because a son died in Korea.” 
Dr. WALTER C. ALVAREZ, medical editor. 
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Double-Header Surgery 


(American Heart Association announcement, New 
York, July 30) A VALUABLE saving can be 
achieved in blood needed to prime heart-lung 
machines by performing two operations succes- 
sively on two patients with the same blood type. 
The technique is made possible by a heart-lung 
machine, perfected at Children’s Hospital, Bos- 
ton, which does extremely little damage to blood 
cells. The blood remaining in the machine—two 
to four pints are needed to prime it—can also be 
withdrawn and administered to the patient for 
several days if needed.— Dr. ROBERT E. Gross, 
Children’s Hospital, Boston. 


Etiology of Cancer 


(American Cancer Society announcement, New 
York, June?) MORE THAN one million Americans 
will be questioned in detail about habits, environ- 
ment, employment, dietary preferences and other 
topics in an effort to test various theories about 
causes of cancer and susceptibility to this disease. 
The six-year project is starting this fall, enlisting 
some 50,000 volunteers. Investigations will in- 
clude habits of exercise, smoking, consumption 
of various drugs, and also alcohol, details about 
condiments in food and types of food usually 
eaten.—DR. EUGENE P. PENDERGRASS, society 
president, and DR. E. CUYLER HAMMOND, director 
of statistical research. 


Infant Mortality Up 


(Metropolitan Life Insurance Company report, 
New York, July 20) ‘THE DOWNWARD TREND in 
infant mortality in past years has halted, at least 
temporarily. In 1958, there were approximately 
113,000 deaths among babies under 1 year of 
age, equivalent to a rate of 26.9 per 1,000 live 
births. The rate was 26.4 per 1,000 in 1957, and 
26.1, an all-time low, in 1956. The record of the 


last two years stands in sharp contrast with that 
of the decade ending in 1956, when every state 
succeeded in reducing its infant mortality rate. 


Rehabilitation 


(Second Pan-American Congress on Rheumatic 
Diseases, Washington, D.C., June 5) ARTHRITIC 
patients can often be restored to markedly great- 
er physical and economic self-sufficiency through 
physical and vocational rehabilitation. Among 54 
persons severely handicapped by rheumatoid ar- 
thritis, spondylitis and other rheumatic diseases, 
half were able to return to gainful employment. 
In others, rehabilitation failed because of unre- 
mitting course of the disease, or because of the 
patient’s attitude to his disease.—Drs. CATHA- 
RINE R. WILLIAMS and IVAN F. Durr, University 
of Michigan University Hospital. 


Unanswered Questions 


(National Foundation’s Vaccine Advisory Com- 
mittee, New York, July 7) THE SABIN oral polio 
vaccine shows great promise, but some unan- 
swered questions remain. The attenuated strains 
of virus, fed so far to several million persons in 
various parts of the world, appear safe. They also 
seem to produce antibodies, ““but their capacity to 
prevent paralytic poliomyelitis, while assumed, is 
at present not known. When live attenuated polio 
virus is given, a mild infection is induced and the 
virus multiplies, and often spreads to other per- 
sons. Because of this spread, it is essential that 
the virus remain attenuated and avirulent for 
human beings, but the evidence on this important 
point is still incomplete. Moreover, problems of 
controlling the production of successive batches 
of live polio viruses for vaccination purposes, so 
that uniform safety and efficacy will be assured, 
are still to be resolved.’””—Dr. THOMAS B. TuR- 
NER, committee chairman, dean of faculty, The 
Johns Hopkins University. 
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Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


False Elevation of PBI 


. What effect do the iodine products used in 
intravenous programs, etc., have on the protein- 
bound iodine content of the blood? If there is a 
change in the PBI, how long does it last in the 
average case? The case in reference had an 
intravenous pyelogram one week, and a PBI the 
next week was reported as 6.3 mcg. per cent. 


A. Following urograms the PBI is likely to take 
one to two months before returning to its normal 
state. It should be mentioned that after myelo- 
grams, the PBI may be elevated for more than 
five years. 


Absorption of Thiamin 


Q. I have been told that thiamin is not absorbed or 
utilized in the absence of hydrochloric acid in 
the stomach. If this is true, what measures 
should be taken to prevent thiamin deficiency, 
especially in patients with congenital achlor- 
hydria? Are these patients more subject to 
peripheral neuritis than others with normal 
acid? 


A. Melnick, D., Robinson, W. D. and Field, H., 
Jr., J. Biol. Chem., 138:49, 1941, showed that 
thiamin is stable in gastric juice in the absence of 
hydrochloric acid. However, it appears that 
achlorhydria impairs the absorption of thiamin. 
In this condition larger dose levels of thiamin are 
recommended. Thiamin is imperfectly absorbed 
by patients with hepatic disease and achlorhy- 
dria, but the latter may be associated with dys- 
pepsia and not directly concerned with absorp- 
tion. It has been suggested that the peripheral 
neuritis may not be due to the lack of absorption 
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of thiamin alone but also to diminished absorp- 
tion of other vitamins (see The Vitamins in Medi- 
cine, Bicknell and Prescott, Grune and Stratton, 
New York, 1953). This subject appears to be 
polemic, but the consensus apparently agrees 
that achlorhydria does not preclude the absorp- 
tion of thiamin particularly if a high dosage level 
is maintained. 


Fourth Polio Vaccination 


Q. Please advise me as to the necessity of the fourth 
polio vaccination for children and adults. 


A. Because of the failure of some individuals to 
attain or maintain adequate antibody titers 
against all three types and the occurrence of some 
cases of polio after receiving three injections, a 
fourth injection of vaccine would probably pro- 
vide some added protection. 


Effect of Fluoride 


. What are the potential dangers of a commu- 
niiy’s chronic ingestion of a water supply in 
which the fluoride concentration is seven parts 
per million? Specifically, what would be the 
effect of the chronic ingestion of this water by 
a person with moderately severe kidney damage? 


A. The question regarding the potential dangers 
of prolonged ingestion of water containing seven 
parts of fluoride per million parts of water is best 
answered by quoting from the summary of the 
study, ‘‘Medical Aspects of Excessive Fluoride 
in a Water Supply,” by Leone and his colleagues, 
published in Public Health Reports for October, 
1954: 

“A ten-year study of 116 persons in Bartlett 
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and 121 in Cameron, Tex., was conducted to 
determine if prolonged exposure to fluoride in 
the water supply of Bartlett had produced de- 
tectable physiologic effects. 

“Bartlett’s water contained about 8 p.p.m.F 
until 1952, when an experimental defluoridation 
unit was installed, reducing the fluoride content 
to approximately 1.2 p.p.m.F. Cameron was the 
control area with 0.4 p.p.m.F in its water supply. 

“The participants, aged 15 to 68 in 19438, were 
chosen at random from persons who had resided 
in the respective communities for at least 15 
years. The average length of fluoride exposure in 
1953 was 36.7 years. 

“In 1943, the investigators took medical his- 
tories and gave each participant a medical, x-ray 
and dental examination. In 1953, this procedure 
was repeated for all the original participants, 
except the 18 deceased and ten of the 47 persons 
who had moved away from the two towns. 

“No significant differences between the find- 
ings in the two towns were observed, except for 
a slightly higher rate of cardiovascular abnor- 
malities in Cameron and a marked predominance 
of dental fluorosis in Bartlett.” 

A study of the roentgenographic findings of 
people living in Bartlett and Cameron, Tex., 
was published in the American Journal of Roent- 
genology for November, 1955 (Leone, et al.). The 
authors demonstrated that, except for dental 
mottling, ingestion of water containing fluorides 
up to eight parts per million produced no del- 
eterious bone changes. The high fluoride may 
produce roentgenographic evidence of increased 
bone fluoride, but these are not deleterious 
changes and are not associated with other physi- 
cal findings, except for dental mottling. 

The second part of the question concerns the 
effect of high fluoride intake on persons with 
moderately severe kidney damage. The fluoride 
excretion patterns of kidney patients studied at 
the National Institute of Dental Research did not 
vary sufficiently from the normal to be signifi- 
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cant. A kidney abnormality sufficient to alter 
fluoride excretion significantly probably would 
prove fatal prior to development of chronic 
fluorosis. 

In order to prevent dental fluorosis, it is 
recommended that the fluoride content of com- 
munity water supplies should not exceed 0.7 to 
1.2 p.p.m. depending on climatologic factors. 


Treatment of Mongolism 


Q. Is there anything new in the treatment of mon- 
golism? 
My search of the literature shows some ar- 
ticles, but they are in foreign languages. 


A. The etiopathogenesis of mongolism is still a 
mystery; hence, any treatment is necessarily 
symptomatic or empiric. A genetic factor ap- 
pears to be essential and abnormal chromosomal 
patterns for mongoloid persons have been re- 
ported. 

Obviously, no medication can be expected 
to alter the multiple congenital anomalies that 
characterize mongolism. Periodically enthusias- 
tic reports are published that suggest effec- 
tive treatment with various hormones (i.e., thy- 
roid extract and adrenal steroids). There is no 
evidence that mongolism, per se, is benefited 
in any way by the use of endocrine or other 
medication. 

Thyroid hormone should be prescribed only 
if there is objective evidence of hypothy- 
roidism (e.g., PBI less than 4 mg.). In general, 
therapy should be directed toward maintenance 
of general health and the prevention of infec- 
tious disease. 

Mongoloid children are subject to emotional 
disturbances and environmental stress. They re- 
spond to tender loving care; or, at times, they 
may benefit from a tranquilizer. However, most 
healthy mongoloids are happy, easily managed 
children. 
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Special Features 


Annual Report of the Executive Director 


MAC F. CAHAL, J.D. 


Presented to the Congress of Delegates 
at the Eleventh Annual Assembly 
in San Francisco, April 4, 1959 


ONE of the obligations of the executive director 
is to present annually a statistical report on Acad- 
emy membership. 

Among the several charts accompanying this 
report, one depicts membership growth. It re- 
veals a steady uninterrupted growth from the 
Academy’s beginning in 1947 to the present. On 
December 31, 1958, the Academy had 24,875 
members. 

But last March we passed a milestone in mem- 
bership growth. Dr. Charles Henry Ewing, of 
Philadelphia, became the 25,000th member of 
the American Academy of General Practice. 

This important event received wide publicity. 
Our convention Daily News published letters of 
congratulations from a score of distinguished per- 
sons from President Eisenhower down. But I call 
your attention to a vastly more meaningful aspect 
of this significant occasion. While Dr. Ewing is 
the 25,000th member of the Academy, there have 
been 32,179 members enrolled before him. After 
deducting those who voluntarily resigned and 
the deceased, the difference represents the well- 
meaning general practitioners who signed up to 
join this crusade for better medical care for the 
American people but who fell by the wayside 
somewhere along the line and were dropped for 
having failed to complete the Academy’s required 
50 hours of postgraduate training annually. 
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In this simple figure lies the great contribution 
of the American Academy of General Practice to 
medical education and scientific progress. Our 
precept has been followed in the English-speaking 
nations on the far shores of both the Atlantic and 
the Pacific. More recently there have been similar 
stirrings at home. Witness the proposals made by 
the president of the American Medical Associa- 
tion in his address before the Annual Congress on 
Medical Education two months ago. Waving a 
brilliant banner, woven on an Academy loom, Dr. 
Gunderson recommended continuing postgradu- 
ate education programs backed by periodic re- 
appraisal of professional ability. And, there is in- 
creasing talk among members of the Advisory 
Board for Medical Specialties about the need for 
requiring continuation study of board diplomates. 

There are clear indications that the concept of 
continuing education for professional practition- 
ers, as pioneered by the American Academy of 
General Practice, will become 
a pattern for the entire pro- 
fession. There are hints even 
that this concept will take 
precedence over the concept 
of examination as a mark of 
competence now exemplified 
by the present certifying 
board system. 

Last year I had the privi- 
lege of submitting a report 
for the eleventh consecutive 
year. Then, on the decennial 
anniversary of the Academy, 
I warned that with the pass- 
ing of the period of rapid 
growth, the Academy would 
experience new problems, new 
tensions and new challenges. 
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Two Questions Face Academy 


The year just passed has brought these new 
problems. New challenges have arisen. New ten- 
sions have developed. The Academy today must 
answer two momentous questions: 

Should admission criteria be raised to require 
a formal residency in general practice? 

Should we seek the establishment of a certifying 
board in general practice? 

Let us go back for a moment to the chart de- 
picting membership growth, to which I have 
already alluded. As one studies this curve, he is 
struck by the fact that it conforms rather closely 
to the classic curve of biologic growth plotted by 
Raymond Pearl in 1925. In other words, the 
Academy is following the law of growth. Our 
membership growth curve began in 1946 with a 
slow rise. Then beginning in 1947 it shot up ina 
rapid rise. We can confidently predict that the 
curve will now gradually level off, though I think 
we are yet a long way from the asymptote. This 
is the same curve that results when you plot the 
growth of a colony of yeast cells, a tomato plant 
or the population of a nation. 

Others, such as Spengler and Toynbee, have 
found the same design, the same kind of curve, 
in the history of civilizations and national cul- 
tures. It is reasonable to deduce that the same 
cycles appear in the life of a social organization 
such as the American Academy of General Prac- 
tice. The history of the Academy during the 12 
years since its founding seems to confirm this 
hypothesis. 

So, it is to be expected that in the year in which 
we pass the 25,000th mark in membership and 
reach the age of maturity we should encounter 
new problems and inner conflicts—issues within 
the organization—which arise only with maturity. 
The two paramount issues arise only because the 
Academy is mature. They are problems not of 
growth, but of direction. 

Each one of the 25 standing commissions and 


188 





committees presents a record of achievement to- 
ward the accomplishment of the Academy’s 
basic objectives. Every one of the annual reports 
can be related to one or more of the five funda- 
mental purposes of the Academy as set forth in 
the second article of its constitution. All of these 
reports reveal sustained progress toward ultimate 
aims and reflect the principles which have given 
the American Academy of General Practice an 
unwritten creed. 

I will not pause here to comment on the con- 
structive activities narrated in these annual re- 
ports but commend them to your thoughtful 
study. It is this kind of steady progress that con- 
tinues to attract new members to the organiza- 
tion. They, in turn, bring to it new strength and 
vitality. 

But, the real issues of today concern not quan- 
tity, but quality. The question, simply stated, is 
this: 

How may we assure that the advancement of 
general practice, as epitomized by the American 
Academy of General Practice, will keep pace with 
advancement in other fields of clinical medicine 
and thus—to quote the second of the Academy’s 
five constitutional purposes—‘‘encourage and as- 
sist young men and women in preparing, qualify- 
ing and establishing themselves in general 
practice’? 

The Academy’s program has been carried on 
under three basic premises: 

1. No system of medical care can be better 
than the underlying structure of general practice. 
Dr. G. F. Abercrombie, in delivering the annual 
James Mackenzie Lecture last year in London, 
made the same point in other words. He said: “If 
the family doctor is to be a member of the medi- 
cal team, he must be the brains of it, and the 
captain of it.” 

2. It is essential that adequate numbers of 
practitioners of high caliber be attracted to this 
all-important field of clinical practice. 

3. Given an adequate preparation in under- 
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graduate and graduate training, continued post- 
graduate study is the best guarantee of excellence 
in the practice of medicine and surgery. 

None has disputed the validity of a single one 
of these premises. 

Now comes the question of whether new re- 
quirements are to be imposed to achieve the aims 
predicated on these assumptions. 

Five years after the founding of the American 
Academy of General Practice, there was formed 
in England the College of General Practitioners, 
patterned almost exactly upon our organization. 
You will be interested to know that precisely the 
same question is presently occupying the atten- 
tion of our colleagues across the sea. 

With equal vehemence, proponents and oppo- 
nents debated a proposal presented at their last 
meeting that, beginning in July, 1960, all candi- 
dates for membership should be required to pass 
a written and oral examination. This, of course, 
is the criterion established by the venerable Royal 
College of Physicians and the Royal College of 
Surgeons many years ago and which was later 
adopted in this country by the board system. 
Having established an entirely different criterion 
for general practice, the question is raised simul- 
taneously in England and America whether we 
should now adopt the older system after all. 

The discussion on this proposal dominated the 
last annual meeting of the College of General 
Practitioners in London. The debate was impas- 
sioned and heated. Thearguments presented there, 
both pro and con, are a mirror of the arguments 
that have been advanced here relative to the pro- 
posals for an examining board in general practice, 
and the proposed amendment advanced by the 
Commission on Membership and the MUSE 
Committee increasing the minimum of graduate 
training required of new members. 

It is not proper for your executive director to 
proffer an opinion on these proposals. I am con- 
strained, nevertheless, to venture two assertions: 

A certifying board outside the framework of 
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the Advisory Board for Medical Specialties would 
be meaningless. 

Those who assume the Advisory Board and the 
AMA will approve such a board may be very far 
from the truth. 

Thus, it seems to me, we are led inescapably 
to consideration of another possible alternative. 
Perhaps our progeny—our British cousins who 
copied our original example—are on the right 
track after all. I submit—purely for your con- 
sideration—the following proposition: 

Perhaps the laudable objectives of those who 
favor an examining board might be attained by 
amending the Academy By-Laws to require that 
beginning at some future date all candidates for 
membership take a written examination as a 
measure of competence, and thus of their fitness 
to become members. 

This, coupled with the proposal for two years 
of graduate training as a prerequisite to mem- 
bership, might accomplish all that is claimed for 
an examining board affiliated with the Advisory 
Board for Medical Specialties. If the majority 
of the Academy voted in favor of such a pro- 
posal, it could promptly be put into effect with- 
out leave or endorsement from anyone. 

I leave this discussion with a pertinent quota- 
tion from Dr. K. M. Foster who earnestly de- 
bated this issue before the English College of 
General Practitioners last November: 

“If we are an academic body we have to lay 
down a standard to which we expect good general 
practitioners to aspire. An examination is essen- 
tial if you wish your college to have an equal 
standing with the other colleges. The question is: 
Is our College to be a ‘Chums Club’? Or is it to 
be an academic body’’? 

Others there, naturally, uttered warnings. Some 
pointed to the fearful loss of prestige the college 
would suffer if no one decided to take the exami- 
nations. Others asked whether stiffer require- 
ments would encourage people to come in or en- 
courage them to stay out. 
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Executive Director’s Report on Membership as of December 31, 1958 











Chapter Members “S Members S Net ‘S PerCent ‘$ 
State Dues 1/1/58 @& 12/31/58 © Gain & Gain & 
Alabama $25.00 308 26 337 ©6623 2 617 9 14 
Alaska 12 51 11 50 —1 35 —1 
Arizona 10.00 158 35 169 35 11 27 7 16 
Arkansas 15.00 191 34 231 382 40 14 21 6 
California 12.00 2,557 1 2,758 1 201 1 8 15 
Colorado 5.00 256 29 291 28 35 15 14 10 
Connecticut 20.00 309 25 360 21 51 10 17 8 
Delaware 2.00 75 43 75 43 0 34 0 23 
District of Col. 5.00 50 48 59 46 9 28 2 21 
Florida 15.00 484 16 503 15 19 22 4 19 
Georgia 15.00 336 22 326 25 —10 38 —3 
Hawaii 5.00 85 42 83 42 --2 36 —2 
Idaho 5.00 150 36 159 36 9 28 6 17 
Illinois 20.00 1,607 3 1,708 2 101 2 6 17 
Indiana 10.00 773 8 817 7 44 1 6 17 
Iowa 10.50 510 13 599 11 89 5 17 8 
Kansas 10.00 340 921 382 19 42 13 3 i282 
Kentucky 20.00 506 14 505 14 —1 35 —0 
Louisiana 30.00 326 24 355 22 29 17 9 14 
Maine 10.00 103-39 128 37 25 18 24 5 
Maryland 10.00 229 32 241 31 12 26 5 18 
Massachusetts 15.00 459 17 482 16 23 19 5 18 
Michigan 15.00 1,027 7 1,105 6 78 7 8 15 
Minnesota 15.00 670 10 713 9 43 12 6 17 
Mississippi 10.00 194 33 198 33 4 $81 2 21 
Missouri 10.00 589 11 596 =13 7 30 1 @& 
Montana 20.00 95 40 103 39 8 29 8 15 
Nebraska 10.00 286 28 294 27 8 29 3 20 
Nevada 10.00 39 49 43 A7 4 31 10 +13 
New Hampshire 10.00 86 41 89 40 3 32 3 20 
New Jersey 7.50 485 15 557 12 72 8 25 4 
New Mexico 10.00 73 44 84 41 11 27 15 9 
New York 10.00 1,610 2 1,708 2 98 3 7 16 
North Carolina 10.00 413 18 433 17 20 21 5 18 
North Dakota 5.00 65 45 83 42 18 23 28 3 
Ohio 15.00 1,570 5 1,662 3 92 4 6 17 
Oklahoma 10.00 333 86.28 329 24 —4 37 —0 
Oregon 15.00 290 27 325 26 35 «15 13 «11 
Pennsylvania 20.00 1,076 6 1,157 5 81 6 8 15 
Rhode Island 10.00 64 46 73 44 9 28 14 22 
South Carolina 10.00 247 20 263 29 16 24 6 17 
South Dakota 10.00 105 «38 108 38 3 32 3 20 
Tennessee 15.00 375 19 397 18 22 2 6 17 
Texas 20.00 1,587 4 1,605 4 18 23 1 2 
Utah 10.00 145 37 174 34 29 17 20 7 
Vermont 5.00 29 ~=50 38 49 9 28 24 2 
Virginia 20.00 350 20 381 20 31 16 9 14 
Washington 15.00 562 12 602 10 40 14 7 16 
West Virginia 10.00 235 #831 249 30 14 25 6 17 
Wisconsin 15.00 740 9 796 8 56 9 8 15 
Wyoming 10.00 61 47 63 45 2 33 3 20 
Puerto Rico 10.00 29 50 40 48 11 27 38 1 
Canada 18 18 0 
Foreign 12 10 —2 
Totals 23,282 24,875 1,591 
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863 39 16 
377 45 11 
759 30 22 
6,588 42 14 
659 44 12 
1,232 29 23 
192 39 16 
646 9 31 
1,601 31 21 
1,132 29 23 
265 60 1 
4,336 39 «16 
1,803 45 ll 
1,043 57 2 
857 45 11 
1,137 44 12 
1,182 30 22 
363 35 19 
1,461 16 30 
2,653 18 29 
2,319 48 8 
1,679 42 14 
780 25 25 
1,387 43 18 
291 35 19 
642 46 10 
84 51 6 
262 34 20 
2,262 15 31 
235 36 «(18 
9,087 19 28 
1,473 29 23 
228 36 «18 
3,802 44 12 
819 40 15 
773 42 14 
4,744 24 26 
353 21 27 
736 36 17 
232 47 9 
1,159 34 20 
3,047 534 
303 57.2 
199 19 28 
1,483 26 24 
1,159 52Si*# 
636 39 16 
1,482 44 0Ci«S 
124 51 
70,929 
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In our own particular case, we are faced with 
the sober reflection that the Academy has re- 
versed a trend of 30-years’ standing under the 
principles laid down by its founders and as a re- 
sult of its present program. Is it safe to adopt a 
different course now? 


Family Physicians Increasing 


In 1956, Dr. Herman Weiskotten, then chair- 
man of the Council on Medical Education and 
Hospitals of the AMA, published the results of a 
statistical study of medical graduates for the 
years 1915 to 1945. It showed a steady decline in 
the proportion of graduates entering general 
practice with a corresponding increase in the 
number entering specialties. At the time of this 
survey, three-fourths of the graduates of 1945 
were in specialty practice. The health needs of 
the nation would call for the opposite, with at 
least two-thirds of medical graduates entering 
family practice. 

Last year we conducted a survey of medical 
graduates to see what happened in years sub- 
sequent to 1945, the last year covered by the 
Weiskotten study. To our intense gratification 
we found that, beginning with the year 1947, 
when the Academy was founded, there has been a 
steady increase in the number of graduates 
entering family practice. In 1948 the figure was 
31 per cent, in 1949 it was 41 per cent, in 1950 it 
reached 47 per cent. The figure rose to 51 per cent 
for the class of 1953. So, it seems, we are at least 
holding our own. 

The current AMA directory reveals that 53 
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per cent of today’s medical practitioners are en- 
gaged in family practice, while 47 per cent are 
full-time specialists (I make no allowance for the 
self-styled “partial specialist’’). 

A totally unrelated study completed last year 
by the National Opinion Research Center uncov- 
ered the fact that four out of five Americans have 
a family physician to whom they turn first when 
they are sick. This significant finding is as en- 
couraging as it is gratifying. 

But, it also is challenging. It emphasizes a 
solemn obligation of the American Academy of 
General Practice. 

It is our obligation, above all else, to assure a 
continuing supply of able family physicians, ade- 
quate to meet the needs of the 136 million Ameri- 
cans who rely upon a family practitioner as a 
personal physician. 

This obligation is clearly stated in the funda- 
mental principles expressed in the constitutional 
purposes of the Academy. Anything which fosters 
this aim is good. All which deters it is harmful. 

And so, as we approach the momentous issues 
awaiting your deliberations here, I am sure you 
will agree that this obligation is our chief 
desideratum. 

Let us keep it uppermost in our minds. 

Let us do one thing at a time. 

St. Francis of Assisi, while hoeing his garden 
one morning, was asked what he would do if he 
were suddenly to learn that he was to die at sun- 
set that day. He said: “I would finish hoeing my 
garden.” 

That is your challenge today. To finish the task 
at hand. 
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The American taxpayers continue to contribute to the ex- 
panding VA empire, while the veterans’ groups and the 
medical organizations engage in a tug-of-war over unresolved 
issues. 


Will the VA Empire Continue to Grow? 


LOIS LAMME 


Free hospitalization of veterans 

with a non-service-connected illness or disability 
has been an issue in the medical world 

more than 20 years. Many physicians believe 
that the VA hospitalization program 

is the most direct approach 

to socialized medicine.—PUBLISHER 


THE SOUND AND FURY over the Veterans Admin- 
istration hospitalization program has reverber- 
ated throughout the nation for more than two 
decades—but the issues remain the same. And, 
according to the most recent proceedings of the 
AMA House of Delegates, the medical profession 
has every intention of keeping these issues alive. 

In June, 1958, an AMA reference committee 
reported: ‘“‘We strongly urge that deleterious ef- 
fects of the present program upon the economy of 
the nation be brought to the attention of Congress 
forcibly and repeatedly and request the Board of 
Trustees to implement this suggested plan.” 

Many doctors believe that the VA hospitaliza- 
tion program is the most direct approach to so- 
cialized medicine. The AMA does not accuse the 
veterans’ organizations of planning or attempting 
to socialize this country but contends that re- 
gardless of intent, the VA’s present program and 
philosophy is on the road which leads to that 
destination. 
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The crux of the problem is free hospitalization 
of veterans with a non-service-connected illness 
or disability. The AMA is urging that all non- 
service-connected cases be divorced from the VA. 

This issue has been enveloped in a fog of seeth- 
ing emotion. The nation’s doctors, many of whom 
are veterans themselves, have been accused of 
conducting an antiveteran crusade—of opposing 
adequate facilities for veterans. 


Academy Takes Stand 


Medicine has repeatedly made its position 
clear. As Academy Executive Director Mac F. 
Cahal stated in 1954, “The Academy, the AMA 
and every other medical organization in the 
United States has constantly encouraged the best 
possible medical and hospital care for veterans 
whose injury or illness is the result of military 
service. 

“But they do oppose free service at taxpayers’ 
expense for a man who at one time may have 
served in the military but seeks free care for an 
injury or ailment having no relation to his mili- 
tary service.” 

Recent statistics, compiled by the Veterans 
Administration, the Public Health Service and 
the American Hospital Association, illustrate the 
magnitude of the problem: 

A total of 187,800 male veterans were hos- 
pitalized in all public and private hospitals of the 
United States and Puerto Rico during June, 1957. 
About 110,000 of these were hospitalized under 
VA auspices. Nearly three out of every five vet- 
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erans who needed hospital care received it from 
the VA. Over two-thirds of all tuberculous and 
psychiatric veteran patients received free care 
from the VA, and close to half of the general 
medical, surgical and neurologic patients were in 
the same category. 

Of the 187,800 veteran patients, only 39,000 
were being treated for service-connected condi- 
tions; the remaining 148,800 were all non-service- 
connected cases. 

About 48 per cent of all non-service-connected 
conditions were treated in VA hospitals; 60 per 
cent of the NSC tuberculous load, 48.5 per cent 
of the psychiatric load and 45 per cent of the 
general medical, surgical and neurologic load. In 
other words, about half of the veteran patients 
had stated they were unable to pay for care. 

Projections from this study indicate that, by 
1986, the service-connected load will decrease to 
24,600, of which 22,000 will be psychiatric cases, 
while the total non-service-connected veteran pa- 
tient load will increase from 148,800 to 304,500. 
The researchers estimate that in 1986, there will 
be 1,300 service-connected general medical, sur- 
gical and neurologic cases, and 189,600 non- 
service-connected cases in this category. 


AMA Contention Supported 


The AMA’s Committee on Federal Medical 
Services believes these figures support the med- 
ical profession’s contention that there will be in- 
creasing pressure for more VA hospital beds. 
Even without any increase in beds, the care of 
service-connected cases will be a continually de- 
clining part of the VA medical program unless its 
admission policies are changed and the program 
curtailed. 

The medical profession has for many years 
feared that the VA program might expand on an 
“open-end” basis, with no limit in sight but the 
total number of veterans. Doctors fear that as 
veterans become older and chronic diseases more 
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prevalent, there will be increasing pressure for 
construction of more beds to accommodate these 
non-service-connected cases. 

The first purely medical benefits for veterans 
were authorized in 1917 by the War Risk Insur- 
ance Act. The first authorization for care of non- 
service cases came in 1923 because there was an 
excess of beds. Gradually the program has been 
allowed to drift from its original humanitarian 
purpose of caring for our war wounded. Although 
peacetime veterans are not eligible for non- 
service-connected hospital care, large numbers of 
the non-service cases now in VA hospitals never 
actually saw combat duty and suffered no injury. 
Many of them were in service only a short time. 
Others were in service when the United States 
was only technically in a “‘state of war.” 

Dr. Louis M. Orr, AMA president, pointed out 
in 1956 that “for more than 30 years, even in the 
period immediately after World War II, the VA 
hospitals have had more than enough beds to care 
for all persons with service-connected condi- 
tions.”’ Yet the system has continually expanded. 


Growth of ‘VA Empire’ 


Dr. Orr emphasized that “during the past 20 
years, the number of VA beds almost tripled (an 
increase of almost 70,000 beds not needed for 
service-connected cases); the number of patients 
treated each year increased from seven to eight 
times; the annual cost of the program increased 
more than 20 times over.” 

Organized medicine views this growth of the 
“VA empire” as a threat to private practice. 
Many doctors have pointed out that the trend 
for VA hospital expansion will, if not reversed, 
constitute a serious drain on the nation’s econ- 
omy, create an artificial shortage of professional 
personnel and result in unfair competition for 
local facilities and private physicians. 

Veterans’ groups, on the other hand, maintain 
that the sick veteran belongs in a VA hospital. 
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To the charge that the VA is “planting seeds of 
socialism,” veterans’ organizations havecountered 
that the AMA is “reactionary,” that the asso- 
ciation deliberately creates a shortage of doctors, 
that doctors are afraid of “losing a fast buck.” 

As these big organizations engage in this vitu- 
perous tug-of-war, the taxpayer continues to pay 
for the expanding VA hospitalization program. 

The entering wedge for VA care of non-service- 
connected cases was explained by Gen. Frank T. 
Hines, former administrator of veterans affairs: 
“The right of war veterans to hospital treatment 
was founded upon the theory that there would be 
a certain number of vacancies in hospitals ac- 
quired and maintained for care and treatment of 
those having a service-connected injury or dis- 
ease, and such right has always been conditioned 
upon available facilities.” 

In December, 1952, the AMA House of Dele- 
gates attempted to pass a “get-tough”’ resolution 
regarding hospitalization of non-service-connect- 
ed cases. At previous sessions, the delegates had 
sidestepped the issue, hoping for more amicable 
cooperation with the veterans’ groups. At the 
June, 1953 AMA convention, the delegates fi- 
nally voted to oppose hospitalization for all non- 
service-connected cases except medically indigent 
TB and neuropsychiatric patients. These were to 
be continued “until such time as civilian facilities 
could be readied.” 


AMA Revises Policy 


This AMA policy was redefined in November, 
1956. At that time, the House of Delegates stated 
that VA facilities should be used only for the care 
of service-connected diseases and disabilities, and 
that the care of non-service-connected conditions 
should be the responsibility of the individual, or 
if he is medically indigent, of his community or 
state. The new policy further stated that until 
existing law is changed, priority for any non- 
service-connected care provided should go to 
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those suffering from illnesses or disabilities which 
are economically catastrophic. 

Delegates to the June, 1958 session further 
amplified this policy by adopting a resolution 
that the house should “urge congressional action 
to restrict hospitalization of veterans at VA hos- 
pitals to those with service-connected disabil- 
ities.” 

The resolution stated, moreover, that the AMA 
should suggest to the deans’ committees “that 
they restrict their activities to VA hospitals ad- 
mitting only patients with service-connected 
disabilities.” 

The AMA testified concerning veterans legis- 
lation on two occasions during the 85th Congress, 
but the Congress took no definitive action in the 
field of veterans’ medical care. 

The VA has often contended that most of the 
non-service-connected cases would probably re- 
quire public care even if the VA rejected them. 
According to one VA analysis, only about 10 per 
cent of all VA cases fall into the category of hav- 
ing “no service-connected disability and illnesses 
of relatively short duration.”’ TB and neuropsy- 
chiatric cases account for about two-thirds of the 
total load. VA officials have said it therefore is ir- 
relevant whether hospitalization is local or fed- 
eral. 


Creating ‘Special Class’ 


However, Palmer Hoyt, publisher of the Den- 
ver Post, in 1954, wrote a powerful rebuttal to the 
VA view: “The contention of veteran groups 
seems to be that long-term illness among veterans 
must be the responsibility of Uncle Sam because 
alternative facilities are inadequate. .. . 

“If we haven’t hospitals enough to absorb the 
demands imposed by society, it is no answer to 
siphon off some of the load by creating a special 
class of citizens and paying for them out of a 
different pocket.” 

The AMA believes that local administration is 
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more economical and efficient and that it is more 
fair to the citizen who is not a veteran but is just 
as sick and just as broke. The medical profession 
believes that the present VA program discrim- 
inates against the more honest veterans who 
manage to pay their bills for non-service-con- 
nected disabilities. 

The AMA has had some powerful allies in con- 
tending that there should not be two classes of 
citizens—veterans and nonveterans. President 
Roosevelt expressed this idea when he said, “‘No 
person, because he wore a uniform, must there- 
after be placed in a special class of beneficiaries 
over and above all other citizens. The fact of 
wearing a uniform does not mean that he can 
demand and receive from his government a bene- 
fit which no other citizen receives.” 

Gen. Omar Bradley, who headed a commission 
to investigate all phases of veterans’ benefits, 
said, “Military service is an obligation of citizen- 
ship. It should not be considered a basis for spe- 
cial privilege and benefits. . . . The performance of 
the duties of citizenship cannot be expected to be 
painless or free from sacrifice.”’ 

The soundness of the AMA position was also 
borne out by the Hoover Commission Task Force 
which said, “Lifelong care should not evolve 
alone from the very normal incident of fulfilling 
duties required of every citizen.” 


System Is Abuse-Prone 


After all, the war affected vast numbers of our 
citizens in ways that can never be repaid by any 
amount of benefits. .But the system is abuse-prone 
if it will allow a veteran who served perhaps only 
one day and suffered no injury, to be hospitalized 
free for a lifetime (a person is classified as a vet- 
eran entitled to benefits even though he has seen 
only one day’s service, provided he has been hon- 
orably discharged). 

As Dr. Louis Orr declared, ‘“We believe that 


our veterans are free men, who fought to keep 
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their country free, not mercenaries whose bravery 
and loyalty depends on the amount of spoils 
promised them.” 

“‘Freeloading”’ has been reported in many sec- 
tions of the country, and it has by no means been 
limited to middle- and low-salaried brackets. 
From many quarters, there have come countless 
other examples of inefficiency, waste and dupli- 
cation in the VA hospital construction program 
and the over-all operation of the system. 

Organized medicine points to these troubles as 
symptoms of the basic legislative philosophy be- 
hind the program. The doctors say that through 
the VA we already have socialized, government- 
controlled, tax-paid medicine for a considerable 
segment of our population. They point out that 
in several countries, full-blown government med- 
icine started through limited coverage of certain 
segments of the population. 

The medical profession also charges that the 
VA hospital and medical program has become a 
sort of sacred preserve that some people believe 
should not be examined or questioned. 

A central issue in this whole controversy has 
been the long-standing question regarding when 
a veteran is sufficiently well off to pay private 
doctors and hospitals. The Hoover Commission, 
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which carefully studied the problem, stated that 
the outstanding need of the VA was a firm legal 
basis for determination of eligibility for medical 
care of veterans with non-service disabilities. 


Veteran Himself Was Judge 


A law passed by Congress in 1934 stated that 
the veteran’s word was sufficient evidence of his 
financial need. Under this law, the VA did not 
have the legal means to question a veteran’s oath 
of inability to pay. 

However, since November, 1953, veterans 
have been filling out financial statements describ- 
ing all their assets, liabilities and expenses. Dr. 
William S. Middleton, chief medical director of 
the VA, says that “while the Veterans Admin- 
istration cannot deny admission under the law 
when a bed is available and the veteran is other- 
wise eligible, the administrator can prescribe cer- 
tain limitations under the general authority set 
forth in the statute.” 

One limitation is the Addendum to VA Form 
10-P-10 (adopted in 1953, as described above) 
which requires the veteran to give a statement of 
his financial condition. This addendum was added 
to the oath of inability to pay (on Form 10-P-10) 
to focus the veteran’s attention on his financial 


THE VA SYSTEM HAS CONTINUALLY EXPANDED 
DURING THE PAST 20 YEARS: 


The number of beds has almost tripled. 


The number of patients treated eath year has increased from seven to eight 


times. 


- 


The annual cost of the program has increased more than 20 times. 
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status and thereby give him a clearer under- 
standing of the propriety of signing the oath of 
inability to pay. 

Dr. Middleton states that this requirement 
does have a salutary effect on those veterans who 
are suspected of having considerable assets at the 
time they apply. 

The United States News, which reported the 
adoption of the addendum in 1953, stated that 
the most serious thing that could happen is for 
the VA to turn over to the Justice Department 
a case where a false statement is suspected. The 
Justice Department is empowered to bring crim- 
inal proceedings on the ground of perjury, which 
could mean a prison sentence. Or the VA could 
bring a civil action to recover the cost of a vet- 
eran’s hospitalization. Or veterans’ benefits could 
be withheld. 


‘Number of Cases’ Processed 


Dr. Middleton says that a number of cases 
have been processed in accordance with the puni- 
tive provisions of this legislation. Cases sub- 
mitted to the Washington VA office are referred 
to the VA general counsel for his review and such 
legal action as he considers appropriate. 

Before adoption of the addendum, some med- 
ical leaders predicted that this new form would 
be no solution unless the VA were ordered to in- 
vestigate. However, even a small step in the right 
direction is a decided improvement. A congres- 
sional subcommittee which investigated the mat- 
ter in 1956 reported that freeloading was on the 
wane. The subcommittee said many cases had 
been reported of individuals who, when they 
knew that they had to submit this form, decided 
not to apply for medical care in a VA hospital. 

HR 58, a bill imposing additional requirements 
of disclosure of financial information by veterans 
with non-service-connected disabilities, was ac- 
tively supported by the AMA in 1957. Although 
the bill was not enacted, administrative regula- 
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tions were promulgated by the VA which accom- 
plished, in part, the ends sought by the bill. 

The Legion often has pointed out that it’s hard 
to tell in advance who can afford to pay hospital 
bills—that the length of treatment is often un- 
predictable and that a prolonged hospital stay at 
private rates might bankrupt anyone. 

The government’s General Accounting Office, 
which reported on the VA program in 1956, of- 
fered a rather liberal definition of ability to pay. 
It suggested that a non-service-connected pa- 
tient could probably pay for his medical care if 
he had a $3,500 income and no dependents—a 
$5,000 income and dependents—or a net worth 
of $15,000, whether he had dependents or not. 

The GAO applied this test to the records of 
some 25,000 non-service-connected admissions to 
51 VA hospitals. This test showed that about 9 
per cent of the total screened reflected free-load- 
ing to some extent, and that between 3 and 4 per 
cent of these were serious enough to justify in- 
vestigation. 

The auditors found 423 veteran patients with 
net worths of more than $15,000. Of these, 30 
were worth $50,000 to $75,000; eight had assets 
of $75,000 to $100,000; and nine were worth more 
than $100,000. 

The GAO found some gaps in the use of the 
addendum, with a few hospitals disregarding it 
altogether. The auditors found only ten instances 
in which suspected chiselers had been reported 
to the central VA office in Washington, despite 
the standing order for VA institutions to do this. 


‘Presumption’ of Service Connection 


The AMA has long protested establishing “‘a 
presumption”’ of service connection for veterans’ 
disabilities by legislation rather than by medical 
examination, that is, the practice of assuming 
that many diseases are service-connected if they 
occur within a designated period after military 
service. The Bradley Commission also recom- 
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1917— War Risk Insurance Act—first purely medical benefits for veter- 
ans were introduced. 


1923— First authorization for care of non-service cases, because of excess 


beds. 


1934—Congress passed law stating thai veteran’s word was sufficient 


evidence of his financial need. 


1953—AMA voted to oppose hospitalization for all non-service-connected 
cases except for medically indigent TB and neuropsychiatric 


patients. 


1953—Since November, 1958, veterans have been filling out financial 
statements describing all their assets, liabilities and expenses 


(Addendum to VA Form 10-P-10). 


1956—AMA voted that VA facilities should be used only for care of 


service-connected diseases and disabilities. 


1958—VA issued directive to correct abuse of veterans’ securing aid from 
both workmen’s compensation and Veterans Administration. 


1958—AMA voted to urge congressional action to restrict veterans’ hos- 


pitalization to those with service-connected disabilities. 


mended repeal of these statutory presumptions 
on the grounds that such determinations should 
be made by the examining doctors. On March 23, 
1956, the House Committee on Veterans Affairs, 
under the chairmanship of Rep. Olin E. Teague 
of Texas, conducted hearings on a number of bills 
which provided that a variety of chronic and dis- 
abling conditions be presumed by the VA to be 
service-connected if arising within certain de- 
fined periods of military service. AMA repre- 
sentatives reiterated their opposition to this “‘pre- 
sumption” of service-connected disabilities. At 
the end of the session, these measures remained 
pending before the House Committee on Veter- 
ans Affairs. 

The AMA also condemned the practice of some 
VA hospitals that admit patients covered by pri- 
vate health or compensation insurance and then 
bill the carriers. This practice, AMA spokesmen 
have pointed out, “places VA hospitals in direct 
competition with private hospitals and medical 
personnel.’”’ Doctors in Oklahoma City in 1957 
threatened to boycott a VA hospital which was 
admitting veterans who had both non-service- 
connected illnesses and adequate insurance cov- 
erage. 

In May, 1957, the VA adopted a new proce- 
dure designed to correct this abuse. Under this 
new directive, veterans whose care is covered by 
workmen’s compensation are to be so informed 
and urged to review their statements of inability 
to pay and request transfer to non-VA hospitals. 
The directive also provided that files sent to the 
VA central office for review might be referred to 
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the Department of Justice, which is authorized 
to prosecute violators. The AMA has requested 
information from the VA as to the effectiveness 
of this directive. 


Delay Action on Insurance Coverage 


The AMA concluded that private health in- 
surance coverage in relation to VA medicai care 
was a more difficult problem and therefore should 
be held in abeyance while workmen’s compensa- 
tion was being considered. 

These are the highlights of the action that has 
been taken to correct abuses within the present 
VA hospitalization framework. Considering the 
number of AMA resolutions that have come and 
gone regarding veterans’ hospitalization, it ap- 
pears that organized medicine has engaged itself 
in a hard battle in attempting to divorce non- 
service-connected cases from the VA. Congress 
has generally been considered hypersensitive to 
the veterans’ wishes and the veterans’ groups 
have the strength of numbers. 

Some doctors have argued for years that no non- 
service-connected cases should be treated in VA 
hospitals. They reason that while the state men- 
tal hospitals long have been overcrowded, this 
does not justify building more and more VA 
hospitals. “Instead, why not more state hospitals 
open to all the people?” these doctors ask. The 
veterans’ groups, on the other hand, have con- 
sistently opposed putting non-service-connected 
veterans in private hospitals. 
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The doctors are concerned with the total medi- 
cal picture. They emphasize that the American 
people, the taxpayers, should make a decision 
affecting not only veterans, but everyone. 


National Problem for Everybody 


Dr. R. B. Robins, Camden, Ark., past presi- 
dent of the Academy, and also an active veteran, 
summarized the problem this way: “The issue 
involves a national problem affecting the future 
health and welfare of all Americans—not only 
their physical and mental health, but also their 
social, economic and political welfare.” 

Dr. Robins emphasizes that the problem will 
never be solved properly if viewed from a special- 
interest standpoint. At the Mid-Winter Con- 
ference of the American Legion in 1955, he called 
for an end to the intemperate, inaccurate state- 
ments that have befogged the issues. He pointed 
out that the medical profession is not thinking in 
terms of dollars (and certainly veterans unable 
to pay would not make the doctors any richer) 
but rather in terms of long-range principles. 

“Let us not make it impossible for our two 
groups to cooperate on our many common objec- 
tives,’ Dr. Robins warned. The fact that the two 
groups have absolutely no difference of opinion 
on service-connected cases—and the fact that the 
veterans’ groups have always opposed the prin- 
ciple of all-inclusive government medicine— 
should provide some basis for better under- 
standing. 
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“Doctors’ Park” in Madison, Wis., has nine buildings, including a drive-in pharmacy. 


Prefabricated Offices 


More and more physicians are moving 

from downtown office buildings in search 

of better facilities and additional parking space. 
In response to the demand for suburban offices, 
one construction firm has developed 
prefabricated medical buildings, 

designed especially for residential areas. 
—PUBLISHER 


A MADISON, Wis., building firm manufactures, 
delivers and erects prefabricated medical build- 
ings. 

More than 200 doctors in the Midwest now 
practice in these contemporary, air-conditioned 
buildings. Orders are coming in so fast that the 
firm hasn’t had time to set up a sales organiza- 
tion. The buildings have so far been built within 
a 600-mile radius of Madison, at such widely 
scattered places as St. Cloud, Minn., Rolla, Mo. 
and Tomahawk, Wis. 

Many of the buildings are in spacious and at- 
tractively landscaped “Doctors’ Parks.” Before 
the end of the year, Marshall Erdman & Asso- 
ciates expects to have such parks established in 
20 midwestern cities and two eastern cities—plus 
a branch factory in Pennsylvania. 

Fortunately for Mr. Erdman, who apparently 
diagnosed doctors’ office problems correctly, the 
doctors now using his buildings have proved to be 
his best salesmen. Designs for these prefabricated 
medical buildings are simple. However, they are 
the result of extensive research into doctors’ 
office needs. 

“T have found that usually the doctor doesn’t 
know what he wants or needs in an office,” says 
Erdman. “‘He takes what he has and tries to 
make some improvements in the design for a new 
building. We start fresh, with the goal of provid- 


GP September 1959 


Master plans for utilities and parking hold costs down. 


ing the doctor with an ideal office, regardless of 
what he has now.” 

Once a doctor has decided on the size and style 
of building he wants, the Erdman firm assumes 
the entire responsibility, including help in choos- 
ing a proper site. 

The company provides architectural and engi- 
neering services and handles all arrangements 
with local subcontractors. Factory representa- 
tives supervise the entire project, from site prep- 
aration to completion of the building. This has 
proved to be one of the company’s strongest sell- 
ing points for its buildings. 

The site is of prime importance, both for indi- 
vidual buildings and for “‘Doctors’ Parks.’’ Usu- 
ally it is in a residential or outlying area, where 
land prices are reasonable and space is available 
for proper landscaping and ample parking. Often 
sloping, wooded sites—passed over as unsuited 
for conventional buildings—prove excellent for 
split-level medical buildings. 

When several doctors decide to develop a 
“Doctors’ Park,” the firm helps them form a 
corporation to purchase the land and erect the 
buildings. Such developments have been built in 
Madison; Dubuque and Des Moines, Ia. and 
St. Cloud, Minn. Others will be completed soon 
in Ames, Ia.; St. Charles, Ill.; Albert Lea and 
Chaska, Minn. and Manchester, N. H. 

Individual prefabricated buildings are designed 
for from one to eight doctors, are erected in 60 to 
90 days and cost from $20,000 to $150,000. 
Prices include everything except land and land- 
scaping. Prefabrication and special construction 
techniques enable the doctor to shave 20 to 40 
per cent off the cost of individual, conventional 
construction. 

One of the advantages of “‘Doctors’ Parks” is 
that such a development enables doctors to own 
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The “basic double’’ pian is designed for 

two doctors. It has a full basement, 

darkroom and a fully-equipped labora- 

tory, plus three examining rooms for 4 : ; ° 
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their own buildings and maintain independent third thought he wanted his own building, ra ae 'B 
practices while remaining in close touch with than pay rent.” wi 
other doctors. Master plans for utilities and So the plans were discarded in favor of an en- Of 
parking hold costs down. tirely new approach—separate, one-story and 
A special feature of “Doctors’ Parks” is a split-level buildings to be owned by one to six "1 
drive-in pharmacy for the convenience of pa- doctors, with central parking and a parklike§ pase 
tients and shoppers. atmosphere for the entire area. 0 
Erdman’s success in providing offices that The firm had been building conventional build- , 
please both doctors and patients grew out of the ings of all types since 1946 and began building§, i... « 
failure of another proposed building for doctors. prefabricated houses in 1950. The pioneering§,), o a 
“We had five acres of land adjoining the veter- prefabrication methods were described shortly we 
ans’ hospital in Madison,” recalls Erdman, who thereafter in an article in Life magazine. | 
came to the United States from Lithuania as a When the decision was reached to build sep-Briastie 
17-year-old architectural student in 1938. arate medical buildings, rather than a medicalf qh, 
“We planned a beautifully designed medical arts building, Erdman’s prefabrication plant was wpich ¢ 
arts building to house about 30 doctors. But after ready. He and his designers talked with doctors, § tour ox. 
two years of planning and working with the doc- other architects, medical equipment experts and Jong day 
tors, it was impossible to satisfy them all, and professional management groups. They worked Larg 
the doctors could not even agree among them- out the basic designs, using a four-foot module waiting 
selves. and roof trusses which require no interior support. § rooms 
“One doctor didn’t want to rent because he “It is natural,” Erdman says, “that when you § hardwo 
thought he might not like his neighbor. Another build for 200 doctors, and talk to every possiblef... an 
wanted changes which we could not make. A expert in that field, you are bound to learn some- privacy 
The prefabricated buildings, such 
as this individual unit in Rock- 
ford, Ill., offer certain advantages 
for patients. The units eliminate 
the need for climbing steps, pro- 
vide year-round air-conditioned 
comfort and a private entrance 
for emergency and other special 
cases. 
The dua 
of four 
practices 
entrance 
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tithing. Because of this experience, we know more 
hbout what the doctor needs in a building than he 
does. Often, when we go over our plans with a 
doctor, his reaction is: ‘It’s so simple. Why 
didn’t I think of that layout?’ ”’ 

Basic prefabricated sections are used in many 
variations of design. The Erdman buildings are 
, rectangular or L-shaped, one or two level. Ex- 
8 Ftcriors are either brick, redwood, aluminum pan- 
8 Hels or a combination of these materials. Interiors 
Y Bhave wood panelling, vinyl tile floors, acoustical 
ceilings, sound-conditioned partitions and special 
plastic paints. 

The basic structure is a 28x40-foot building 
which contains a waiting room, reception room, 
four examining rooms, a utility room, laboratory 
and darkroom. 

Larger buildings have separate entrances and 
waiting rooms for each doctor’s suite. Waiting 
rooms have double glazed window walls and 
hardwood paneling. Windows in the other rooms 
‘Fave an awning type installed high to provide 

privacy. 
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The dual-se building is planned for a clinic 
of four to five men or for two independent 
; ' 
Practices, with separate waiting rooms and | 
entrances. ' 
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Among special items are wiring for x-ray units, 
a lavatory in each examining room, plastic coun- 
ter tops, acid-resisting sinks, various gas and 
electrical outlets and storage cabinets. 

The contemporary design, with several roof 
styles, enables the medical buildings to fit into a 
residential area. Both for patients and doctors, 
the buildings fill a need created by growing 
traffic problems, suburban growth and the move- 
ment of doctors out of downtown office buildings. 
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Doctors, Drugs and Critics 


G. FREDERICK ROLL 


The health field has always been a prime target 
for criticism, and the pharmaceutical industry 
gets more than its share. G. Frederick Roll, 
public relations director 

for Smith Kline & French Laboratories 

and chairman of the Pharmaceutical 
Manufacturers Association’s 

public relations section, gives the ‘‘other side’’ 
to everyday complaints about the industry. 
—PUBLISHER 


I HAVE NO IDEA where it comes from, but I seem 
to remember an old saying which goes something 
like this: “There is no one so friendless that he 
can’t find a friend sincere enough to criticize 
him.” Judging from the signs of public criticism 
directed against the pharmaceutical industry, I 
am afraid we have a fair number of such “sincere 
friends.” Admittedly some of this criticism is 
genuinely helpful, but much of it would appear to 
be exaggerated and perhaps a bit ill-informed. Of 
course, none of us in the health field have ever 
been free from criticism; certainly physicians 
haven’t. But in answering their critics, physi- 
cians have one great advantage over the pharma- 
ceutical industry; they meet the public every 
day. Regardless of what the AMA, the state and 
county societies and the other branches of or- 
ganized medicine do or say, the major force for 
good medical public relations is the doctor him- 
self as he puts in his 60-hour week. For the drug 
industry the problem is different. The patient 
never sees us. He sees our customer, the phy- 
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sician, and he sees our distributor, the pharmashops b 


some shrouded, shadowy, commercial power ovempes 
which he has no control; an ominous fi i 


This picture of the industry is one which thé 
more sensational elements of the public press argi 
quick to promulgate. 


Industry Target for Criticism 


ticularly good target for criticism because it haggndustr 
been singularly reluctant to state its own case. Ingviiite- 

general, it has never told the story of its accom# e 
plishments to the public, for one very practica 


So to the question, “Is industry answering its 
critics?”, for the most part we would have to 
reply, *“No.”’ ace 
The physician taking a look at the public rela-F 
tions problems of our industry may feel that wep 


first, concern lest public controversy cause thefMany « 
physician to lose confidence in our industry; and Nev 
second, concern lest such controversy invite fur-Fism s 
ther government control. ace It 

What is responsible for the adverse criticism freasin 
being directed against the ethical pharmaceutical fie la: 
industry? In the early days, many ethical phar-rounc 
maceutical companies were essentially adjuncts The 
to the practices of the physicians or pharmacists Pus. 
who founded them. They were not thought of asB 
“businesses” so muchas “services. ’’Nevertheless, Pue mi 
businesses they were, and the physician-pharma- 
cist-businessman is necessarily something of a atte 
split personality. This condition was not sore in 
apparent, however, until the small apothecary F% l 
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rnaphops began growing into larger pharmaceutical 
ompanies. With greater growth came added 
ssponsibilities. While retaining their responsi- 
, ilties to science, modern pharmaceutical com- 
neppanies must also discharge their responsibilities 
ocommerce. As a result, they must make deci- 
argpions which will never satisfy people who hold 
bxtreme views about either the industry’s scien- 
ific or commercial obligations. 

This two-fold responsibility has resulted in the 
urious double image of the industry that is 
projected before the public. The image many in 
andustry might like to preserve is that of the 
white-coated, ivory-towered scientist whose eyes 
¢ windows to the future. The image some of its 
aigritics would like one to believe is that of the 


akes us seem like heroes one day makes us seem 
ike villains the next. The factor is the profit 
motive. If it weren’t for the profit motive our 
esearch would be less vigorous, and medicine 
would be deprived of many of its most significant 
pivances. If it weren’t for the profit motive, our 
promotion, too, would be less vigorous and the 
‘pharmaceutical industry would be spared from 
many of its critics. 

Nevertheless, like taxes and the weather, criti- 
ism seems to be always with us and we must 
ace it. Some medical journals seem to be in- 
reasingly outspoken against our industry, and 
he lay press has discovered a happy hunting 
sound for headlines. 

The consequences, unfortunately, can be disas- 
tous. Some of this criticism has led directly to 
povernmental investigations. To show you how 
bne misstep (and I’m quite certain it was an un- 
itentional blunder rather than a calculated 
ittempt to mislead) has done damage to the en- 
sofite industry, let’s take a recent case. You may 
ry Feeall that the Saturday Review of Literature 
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Careful checks must be maintained in all phases of produc- 
tion. In a business which produces potent drugs, honesty is 
not just the “‘best” policy—it’s the only feasible one. 


Contrary to some critics, the pharmaceutical industry is not 
guilty of marketing a product before it is thoroughly re- 
searched. Experiments with conditioned animals, one of the 
many tests used, are graphically recorded for further study. 
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Doctors, Drugs 
and Critics 


picked up an ad of one of the leading drug houses 
and practically branded them liars and cheats 
because of a layout that used mock calling cards 
of physicians to symbolize the wide variety of 
specialties prescribing the product. Although the 
creator of the ad undoubtedly thought the doctor 
readers would view the name cards symbolically, 
the Saturday Review interpreted them literally 
and expressed shock when its telegrams to the 
fictitious physicians came back undelivered. 
What was the chain reaction? It triggered a series 
of articles in the St. Lowis Post Dispatch with 
such headlines as “Many Doctors Alarmed at 
Pressure Advertising for New ‘Wonder Drugs,’ ”’ 
“Campaigns by Drug Companies Confuse Doc- 
tor,” ““Medical School Offers Course on Coping 
with Fake Drug Ads.” Denunciations were heard 
from Capitol Hill. And now, of all things, the 
FTC has issued a complaint charging the firm 
with false and misleading advertising! 


Misunderstanding the Basic Problem 


I don’t mean to imply all criticisms of the in- 
dustry are undeserved or are not constructive. 
But many are based on misunderstanding. 

Recent editorials and articles in leading medical 
journals exemplify the criticism we face. For 
example, in a recent article about doctors, drugs 
and drug promotion, the authors state: “‘Most of 
the promotional material is not ... even seen 
before publication by medical personnel.” This 
is not true. And these authors evidently haven’t 
a very high regard for their colleagues who help 
design and evaluate drugs. They say, “It is 
appalling to note the extent to which drug houses 
and patients now determine therapeutic prac- 
tices. Neither is qualified for this role.’’ 

Oddly enough, the introduction to this same 
article says, ““The pharmaceutical industry has 
been responsible for the development and manu- 
facture of many drugs which represent major 
therapeutic advances.” 
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Another example comes from an editorial wri 
ten by the professor of medicine of one of o 
leading medical schools. The author, speakin 
about business-dominated pharmaceutical co 
panies states, ““The richest earnings occur wh 
a new variety or variation of a drug is marke 
before competing drugs can be discovered, i 
provised, named and released. Unless there 
large earnings—the quick kill with the quick pill 
the investment does not pay off.” This is hard] 
the language of objective, unbiased observatio 
and it also happens to be untrue. 

Often the criticism, when analyzed, com 
close to being an indictment of the medical pr 
fession. The critic I have just quoted next t 
to several areas in which the industry has coope 
ated with organized medicine. For instance, h 
indicates that we’ve subverted medical meetin 























emphasis on strictly professional and scientifi 
activities dwindles in comparison with the comfi 
mercial aspects,’’ and the medical meeting ris 
becoming merely a “tax-deductible holiday f 
the wife and family.”’ At some meetings, it g 
on, “cocktail parties are the order of the day. 
Lavish dinners may be held. These seem to 
free. Instead, they are supported by increasin 
the cost our patients pay for drugs.”” Now I thin 
the industry does have an obligation to pull 
share of the load in medical meetings, but I kno 
it is by and large the medical profession itsel 
which asks for help. 

The same type of criticism shows through thi 
critic’s comments that “‘some editors have 
fused to publish articles criticizing particul 
drugs and methods of therapy lest advertisin 
’...and “samples may provide an alarm 
ing toy for children playing at doctor.” 

In an editorial which arises from a concern tha 
“‘a sense of responsibility continue to permea 
the drug industry,” we find it difficult to believ 
that the author seriously intends to hold us rej may 
sponsible for matters such as these. Quite frank] teachi 
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if ly, we have a much higher regard for the integrity 


Some criticisms are indeed understandable. 
The physician does receive a tremendous amount 
of direct mail advertising, not always relevant to 
his particular practice. As a successful industry 
we like to believe that we are too efficient to allow 
waste—in promotion or any other field—but un- 
doubtedly we must admit to areas of wasteful- 
ness. However, these targets of criticism are all 
natural side-effects of a young, vigorous, growing, 
competitive and demonstrably useful industry. 
They are not evidence of evil intent. Most of us 
are not guilty of bewildering the doctor with pur- 
posely misleading advertising. We are decidedly 


is, favorable) answer. In a business which pro- 
duces potent drugs, honesty is not just the “best”’ 
policy, it is the only feasible one. 

Also, our critics to the contrary, there are both 
4 governmental and industry controls which would 
make it exceedingly difficult for anyone to intro- 
duce a product with false claims. The FDA must 
approve all claims made for a new product, and it 
continues to cast a critical eye at subsequent 
daims. Not only that, but advertising claims 
must be approved by the physicians who are part 
of the company’s research and development 

division. 

Although some pharmaceutical advertising 
may be annoying or in questionable taste, far 
more of it provides physicians with valuable and 
prompt information to guide them in their use of 
hew and important drugs. I am frankly not in 
sympathy with these critics (notably educators) 
who feel this virtue of advertising is really a ‘vice 
because promotional material which educates 
may usurp functions that properly belong to 
nk] teaching centers. 
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The Author 





G. Frederick Roll 


Another charge made against the industry is 
that of duplicating products already on the mar- 
ket. No doubt about it, duplication of products 
does occur in the pharmaceutical industry. It also 
occurs in the automobile industry, the cigarette 
industry, and, in fact, in about any American 
industry you could mention. The freedom of 
choice between two brands of the same product 
is an inherent characteristic of our economy. I 
happen to think it’s one of the virtues of our 
economy. I would hate to see it disappear, to be 
replaced bya planned system that dictated exact- 
ly what products should be made and exactly 
who should make them. 

Recently, a physician complained to one of our 
detailmen about the number of tranquilizers on 
the market today and, in effect, asked him, 
“Don’t pharmaceutical companies make any- 
thing else these days?”’ His annoyance is under- 
standable. However, I think even more annoying 
would be the opposite situation such as that 
which exists in Russia. The Russian physician 
may prescribe one “official’”’ tranquilizer, rather 
than one of 20 or so the American physician may 
choose from. Last year I visited Russia with 
several Smith Kline & French scientists. It was 
my impression that Russian medicine seems to 
supply its citizens with adequate health services. 
But Russian medical science is not as dynamic 
and creative as that of the West, and its con- 
tributions to medicine are not outstanding. Yet 
the West certainly hasn’t cornered the market 
on well-trained or imaginative scientists. Perhaps 
if given Sputnik priority, Russian medical science 
might make some outstanding contributions in 
the future (just as Russian genetics was so pro- 
ductive in the past, before the government put a 
vice-like grip on that particular science). My 
point is that the freedom of our own system 
provides an inherent and continuous stimulus to 
progress. The apparent waste the system permits 
is indeed a small price to pay for the progress it 
has attained. 
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Doctors, Drugs 
and Critics 


I sincerely wish our doctor-critics would recog- 
nize the following points: 

Drug promotion is a sign of the progress being 
made by the industry in serving the physician 
through new and improved drugs. True, the day’s 
stack of direct mail promotion may be incon- 
venient, but at the same time it is his guarantee 
that the industry is productive. 

The volume of promotion is a necessary ingre- 
dient in allowing free choice of therapy by the indi- 
vidual physician. The only alternative is to give 
up some of his free choice—to allow some other 
authority to screen the information he is to re- 
ceive. I cannot believe the American physician 
would be willing to operate under such a limita- 
tion of his professional sovereignty. 

Methods of promotion are a matter of taste. In 
short, what to one physician may appear to be 
Madison Avenue, to another is clearly Main 
Street. 


Concerned with Federal Control 


At the outset I suggested that the physician 
studying the public relations problems of the 
drug industry must recognize our two main 
sources of concern. The second of these is Wash- 
ington, D.C. Obviously we would like to avoid 
the arena of “guilt by investigation.”’ But be- 
yond this, the thoughtful manufacturer, along 
with the thoughtful physician and educator, 
must examine as realistically as possible the long- 
range implications of federal activity to the pro- 
ductivity of our research-minded industry. Take, 
for instance, the increasing federal role in medical 
research. You may be aware that the budget for 
the National Institutes of Health has skyrock- 
eted from $38 million in 1949 to $294 million in 
1959, an increase of 700 per cent in ten years. 
This year the House Appropriations Committee 
voted to give it another boost of $50 million in 
excess of the Administration’s budget, and the 
Senate added $136 million more. In short, Con- 
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gress is determined to see that medical research 
will not suffer even at the expense of an unbal- 
anced budget. 

The interest of the research institutions of the 
country—including the pharmaceutical industry 
—is in how these funds are applied to the limited 
facilities and manpower available. Congress, 
quite naturally, wants to see tangible results, 
and has a tendency to direct the NIH into certain 
lines of research. This fact led the Pharmaceuti- 
cal Manufacturers Association last year to issue 
a statement of principle which met with wide 
approval from many of the country’s leading 
medical figures. 

It is quite simple. It states that we of the in- 
dustry recognize the crying needs in research. We 
recognize the need for accelerated training of 
scientists. We recognize the importance of diver- 
sity of support from private groups, industry 
and the government and we urge that the govern- 
ment add to, rather than take over or duplicate, 
private and industrial research. 

We cannot expect those in our government 
who are charged with vast social responsibilities 
to understand our position unless we speak up, 
and I hope the pharmaceutical industry will con- 
tinue to do so. 

At the same time, we must also pay attention 
to what the government is saying. 

Each year, Congress asks for testimony in sup- 
port of the NIH budget. This testimony is taken 
from the institute directors and scientists, along 
with leading researchers in private medicine. 
Out of this comes the final report of the appro- 
priations subcommittees, on the basis of which 
far-reaching decisions are made for appropria- 
tions. Unfortunately, it is difficult in this process 
to avoid creating the impression (I do not say 
that it is deliberate) that the progress stems from 
government research or research support. let 
me quote from the recent House Appropriations 
Subcommittee report: 

“The recently inaugurated intensive, system- 
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atic search for new and better drugs (in mental 
illness) has already brought at least one new 
chemical agent which promises a safe and effec- 
tive treatment for severe mental depressions. 
Another drug, a new tranquilizer, is proving 
effective in bringing extremely repressed patients 
to the point where they can be reached by ther- 
apy and rehabilitation.” 

The uninformed reader would not realize from 
this that the drug treatment for depression is 
Geigy’s ‘Tofranil,’ or that the new tranquilizer 
is Smith Kline & French’s ‘Stelazine,’ or that 
both stem largely from industry’s research. 

Here’s another quote from the report: 

“The Committee will expect that this Insti- 
tute continue to place emphasis on the develop- 





, 


ment of better oral medication for diabetes. . . .’ 

Now, the testimony made general reference to 
the extensive work of the pharmaceutical in- 
dustry, but the legislator or citizen who reads 
the final report will not know this, and Pfizer, 
Upjohn and others working in this important 
field will remain members of “Research Anony- 
mous.” I recognize, of course, that it is impossi- 
ble for those who must digest the voluminous 
testimony and issue the final report to satisfy 
everyone. 

That is another reason why the industry must 
now begin to find appropriate ways to report its 
own accomplishments, not only to the profession, 
which it has served for so many years, but also 
to the public at large. 





‘Scrap Iron’’—Different but Dangerous 


**ScRAP IRON,” a new bootleg drink, is composed of yeast, cracked corn or corn meal, sugar, 
rubbing alcohol and mothballs. Galvanized drums, giving a metallic taste, are used to mix 
the concoction; hence the name “‘scrap iron.” 

The authorities warned that the consumption of “scrap iron” could increase simply 
because it’s a cheap drink (rubbing alcohol sells for about nine cents a pint). 
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The only scientific reason elicited for this addition of the mothballs was the statement 
of those patients consciously aware that it added some “kick to the drink.” 

“Scrap iron,” being of such vile composition, produces bizarre and serious mental effects. 
Fifty cases of severe intoxication from the drink in a three-month period were reported 
by the American Medical Association. 

Since isopropyl or rubbing alcohol is twice as toxic as ethyl alcohol (the alcohol found 
in commercial liquors), only the chronic alcoholic could consume a pint of “scrap iron” 
and remain conscious. 

Restlessness, hallucinations, illusions, extreme apprehension, tremor and general dis- 
orientation were symptoms shown by 26 patients. These signs were identical to those of 
delirium tremens caused by ethyl alcohol. Several of the patients had symptoms of other 
diseases, such as anemia, hypertension, heart trouble, epilepsy, diabetes and pneumonia. 

Within a period of a few days, fluids, vitamins and sedation or tranquilizers relieve many 
symptoms of “toxic psychosis.” 
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Let Medicine 
Take Care of Itself 


LYON STEINE, ™.D. 


In an article in the May issue of GP, 
Woodrow Wirsig included results 

of a personal survey made to determine 

what editors think of doctors. In reply 

to Mr. Wirsig, Academy Member Lyon Steine, 
Valley Stream, N.Y., 

makes the following rebuttal. 

—PUBLISHER 
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THE MAIN complaints editors make about doctors 
are the same ones first heard when the first witch 
doctor made the first incantations over the first 
ailing primitive man. 

Phrases such as— 

“You can’t get a doctor when you want one.” 

“Medical fees are too high.” 

“Doctors never show enough personal interest.” 

“They never tell you anything.” 

“Somebody should do something about it.’’ 
—have been passed down from one generation to 
the next. 

Medical fees have always been “too high” in 
the sense that some people have always had trou- 
ble paying for medical care. It is safe to say that 
these fees will always be “‘too high’’ (in the same 
sense) regardless of whether patients pay directly 
or indirectly via insurance premiums or govern- 
ment taxes. 

To consider another of Mr. Wirsig’s and his 
surveyed editors’ specific complaints: doctors 
don’t purge their ranks of those who have been 
found guilty of malpractice because legal mal- 
practice is not always medical malpractice. Mal- 
practice suits are all too often merely legal battle- 
grounds where justice is really blind, as well as 
deaf. They become arenas where fee-hungry 
attorneys, by means of forensic skill, gruesome 
exhibits, tricky questioning and dishonest impli- 
cations, persuade a jury of medical illiterates to 
make a generous gesture by awarding a large sum 
of somebody else’s money to an unscrupulous, 
malevolent plaintiff through a verdict based on 
the rule of sympathy rather than the rule of law. 

And regarding the dropping of doctors from 
medical society membership on the grounds of 
incompetence, who is qualified to judge whose 
incompetence? Who is to establish the definition 
of incompetence? And who is to determine what 
degree of “incompetence”’ justifies expulsion from 
a medical society? Doesn’t Mr. Wirsig know that 
every doctor legally in practice has already been 
adjudged competent by his state board of medical 


Volume XX, Number 3 GP 











ors 
teh 
rst 


in 
ou- 
hat 
me 
tly 


ors 
en 
al- 
al- 


ion 
rat 
om 
nat 
en 
cal 





examiners and his state licensing board? Doesn’t 
Mr. Wirsig also know that the expelled doctor 
would immediately bring successful suit against 
the medical society for reinstatement and for 
punitive damages on the grounds of restraint of 
trade? Only labor unions can legally engage in 
restraint of trade. 

Actually, all the doctors’ troubles with the pub- 
lie and with other doctors would be ended if they 
were to organize as a trade union. They could be- 
come a ‘‘Medical Local” of the Teamsters Union 
or of the UMW or UAW. They might affiliate 
with the Druggists Local of the Retail, Wholesale 
and Department Store Union which has been 
busily engaged in “‘organizing,’’ by means of a 
strike, the nonprofessional workers in the New 
York City hospitals. Then any doctor who 
stepped out of line, who engaged in any type of 
practice not approved by the union or who 
accepted substandard fees would have his skull 
beaten in by a tire iron and/or his office blown up 
by dynamite. Any patient who treated a doctor 
unfairly, e.g., who didn’t pay his bill promptly or 
who had the effrontery to sue a doctor for mal- 
practice or the temerity to consult a nonunion 
doctor, would have his house and business pick- 
eted, at the very least. 

I concede that there are some unscrupulous 
doctors in active practice. Estimates of the num- 
ber vary but the figure 5 per cent has been fre- 
quently mentioned. This merely proves what 
needs no proof—the study of medicine and the 
acquisition of a medical degree do not change a 
basically dishonest man into an honest one. It 
should be no surprise to find that some doctors 
are crooked. Dishonesty is found in many places. 
It is not unknown in the high levels of govern- 
ment. But at least the doctors are bound by a 
rigid code of personal conduct. If one should be 
convicted of a felony, his license (and thereby his 
means of livelihood) is revoked. A felon can hold 
public office; he cannot practice medicine. 

In these days when honesty and integrity have 
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lost so much of their importance in establishing 
standards of personal conduct, doctors as a whole 
have maintained a high standard of ethics. In 
fact, it would not be too much to assert that the 
unselfish devotion the great majority of doctors 
show their patients stands out like a good deed in 
a naughty world. 

In any event, the “‘wronged”’ patient does not 
lack redress. If a man doesn’t like his doctor, he 
can choose another one (provided he doesn’t be- 
long to a closed panel system). When he feels he 
has been overcharged, he can complain to the 
local medical society grievance committee, or, 
simpler yet, he can refuse to pay the full fee or 
any part of it. If he believes the treatment was 
careless, negligent or below standard, ‘he can sue 
the doctor for malpractice. 


Doctors Provide Own Bad Publicity 


One reason the failings of the medical profession 
loom so large in the public eye is that we are the 
only group which washes our dirty linen in public 
and which engages in public self-criticism. 

I have read articles by prominent doctors, in 
national nonmedical magazines, castigating 
groups of physicians, e.g., general practitioners, 
as greedy, inept, fee-hungry, ignorant, chiseling 
quacks. I have never seen a similar article in a 
similar magazine by a “big wheel” in the business 
world about another business man. Nor have I 
seen an article by anyone in the legal, labor 
union, teaching or political fields castigating his 
fellows. 

I am aware that the experts have predicted a 
shortage of from 30,000 to 45,000 doctors by 
1960, but 1960 is almost here. Has the shortage 
materialized? I have been skeptical of the opin- 
ions of experts (particularly those outside the 
exact fields of the physical sciences) since one of 
them predicted in 1939 that he had finally 
achieved peace in our time, and since another de- 
clared no American boy would ever be sent to 
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fight on foreign soil. More recently, other experts 
predicted the Egyptians would never be able to 
get ships through the Suez Canal without the 
help of the Suez Canal Co. And it was not too 
many years ago that other experts maintained 
that the use of new-fangled steam trains should 
be prohibited because it was an incontrovertible 
fact that if a man traveled faster than 15 or 20 
miles an hour, the speed would kill him. 

I sympathize with Mr. Wirsig and other maga- 
zine editors in their ambitious desire to enlighten 
and educate the American public in matters 
medical. However, it is my personal opinion— 
based on nearly 40 years in the study and prac- 
tice of medicine—that the less the public knows 
about medicine, the better off everyone is. 


Who Should ‘Control’ Medicine? 


Mr. Wirsig concluded the article with the re- 
mark that the doctors must lead society toward 
the kind of medical services that will be best for 
everyone, for if the doctors won’t, somebody else 
will. Who else can or should control the admin- 
istration of medical care to the great mass of the 
American people? The labor unions? Is there any 
reason to believe labor leaders would be any more 
altruistic than doctors? Does their past behavior 
indicate that their actions in this field would be 


motivated solely by concern for the general wel- 

fare or would they more likely be directed toward 

the accomplishment of their own devious pur- 
? 

Should the federal government be the agency 
to bring about these changes? Is the record of 
Congress really outstanding in those fields it 
already controls—the post office, for example? 
Would it be any more successful in solving the 
many problems of medical administration than it 
has been in controlling the depredations of a few 
crooked labor leaders? Or any more successful 
than it has already been in solving the “farm 
problem,”’ where it has achieved a monumental 
failure after some 25 years of effort, at an annual 
cost which has now reached the astronomic sum 
of $7 billion per year? 

Medical care is a highly complex affair. It is 
not a field for amateur economists, eager reform- 
ers, social planners, power-hungry labor leaders 
or vote-seeking politicians to dabble in. The med- 
ical service in this country is the best in the world 
because it has had less interference from the 
“‘do-gooders” and the empire builders than any 
other field. There is no immediate urgency for 
any crash program to change our present type of 
medical practice. Let it continue to develop and 
evolve as it has been since the time of the first 
settlers. 





Iodine 


THE ELEMENT IODINE was discovered incidentally by Bernard Courtois, a saltpeter manufac- 


turer of Paris in 1811. Courtois observed that the addition of sulfuric acid to the residue of 
seaweed ash after the extraction of soda caused a violet-colored vapor to be given off which 
crystallized after cooling. The French chemist Gay-Lussac chose the name “ode” for this sub- 
stance because of the beautiful violet color of its vapor, deriving the name “‘iode” from the 
Greek words “ion” or violet, and “eidos” or likeness. Later Sir Humphry Davy, the English 
chemist, who had visited Paris, obtained a small amount of the substance which he studied. 
He then proposed that since this new element was chemically related to chlorine and fluorine 
that it he called iodine so that the name could be analogous to these substances.—The Story 
Behind the Word, by Harry Wain, M.D. 
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The Amphetamines. Their Actions and Uses. 

By Chauncey D. Leake, pu.p. Pp. 167. Price, $4.50. 

Charles C Thomas, Springfield, Ill., 1958. 

THIS CONCISE and easily read monograph deals with 
the alkyl sympathomimetic drugs. From this group, 
specific attention is focused upon three well-used 
drugs: amphetamine sulfate (Benzedrine), D-amphet- 
amine sulfate (Dexedrine), and methylamphetamine 
(Desoxyn and Pervitin). 

Little of the intricate and technical, but much of the 
practical and applicable of the pharmacology and 
therapeutics of these drugs, is presented concisely in 
this little book. There are no statistics, few formulae 
and only a couple of pages of comparative charts. In 
its entirety, this monograph is practical and to the 
point. 

Physicians who are wise in the use of ampheta- 
mines may obtain considerable success in treating a 
variety of common clinical conditions. Obesity, de- 
pressed states, narcolepsy, epilepsy, Parkinsonism, 
behavior problems in children, enuresis, barbital 
poisoning and alcoholism are some of the clinical en- 
tities, which may be considerably improved by judi- 
cious usage of amphetamines. The last two chapters, 
“Therapeutic Use” and “Sociological Aspects,” a 
combined 70 pages, contain the therapeutic essence 
of the book. 

I intend to keep this book on my active reference 
shelf. I shall also periodically refamiliarize myself 
with the chapter on therapeutic use of these ampheta- 
mines. All physicians whose practice encompasses the 
clinical conditions above listed would wisely consult 
this monograph. —AMoOs N. JOHNSON, M.D. 


The Care of the Geriatric Patient. 
Edited by E. V. Cowdry, pu.p. Pp. 416. Price, $8. 
C. V. Mosby Company, St. Louis, 1958. 
THE AUTHORS approach the problems of the aged from 
amedical, economic and political background—a very 
excellent publication covering a great variety of sub- 
Eo Their enumeration will give the scope of the 


Chapter I deals with the physician and his relation 
to our aging population. Succeeding chapters cover 
applied psychologic, medical, mental, anesthetic, 
pharmacologic, nutritional and dental aspects of care 
of the aged. 
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Geriatric nursing, hospital care and nursing homes 
are discussed exhaustively. The authors on many oc- 
casions state that the best total care can be given when 
adequate home service can be administered through 
hospital connections. In addition, nursing homes 
should be an integral part of hospital direction, and 
located close by. However, these are ideal situations. 
There are about 450,000 people confined to such in- 
stitutions and obviously such arrangements, however 
ideal, are not always practical. 

Rehabilitation of the geriatric patient is covered 
admirably, with many helpful suggestions. 

The authors believe that more emphasis should be 
put on geriatric training, from the standpoint of phy- 
sicians, nurses and social service, to meet the challenge 
of the multitude of aged who will need specialized and 
general care. 

Finally, there is a comprehensive list of organiza- 
tions and services available for older people. A survey 
of world organizations and of nations is brought forth, 
indicating that geriatric care is a world problem of the 
first magnitude. 

This book is written in most understandable lan- 
guage, presenting the problem in a clear and concise 
manner. I believe the contents will appeal to every 
practitioner of medicine. I heartily recommend that 
this volume take a prominent place on the bookshelf 
of every general practioner. 

—M. B. CASEBOLT, M.D. 


The Recovery Room: A Symposium. 

By John Adriani, M.p. and John B. Parmley, M.D. Pp. 

111. Price, $4.25. Charles C Thomas, Springfield, IU., 

1958. 
THIs Is a book in which 45 authorities from the fields 
of anesthesia, surgery, nursing and hospital adminis- 
tration discuss the differences between a strictly post- 
anesthesia room and a combined postanesthesia and 
postsurgical recovery room. It is a question-and- 
answer type book, with multiple answers to the 
various questions. The text wisely starts out with a 
paragraph on definitions, discusses the purposes and 
location of a recovery room, and then goes into detail 
about the physical set-up, including size, utilities, 
safety factors and communication. Further chapters 
include administration, personnel, the employed phy- 
sician student and necessary equipment. 
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How Safe Are Your 
Child Patients 
Undergoing Surgery? 


Do you know how a child’s respiratory 


physiology may affect the choice of 
anesthetic? 


Are you acquainted with the newer 
pre-operative medications for infants and 
children? 


Do you know when hypnosis is a 
recommended aid in anesthesia? 


Smith ANESTHESIA FOR 


INFANTS AND CHILDREN 
Gives You Complete, Advanced Coverage of Field 


Are you confident that every time you have an infant or 
child patient who must receive an anesthetic that you are 
preparing him for a safe.and uneventful surgical experi- 
ence? Despite statistical studies and clinical reports which 
have shown a disproportionately high mortality in cases 
of pediatric anesthesia, recent advances in this field are 
making surgery—even for poor risk and problem cases—- 
much safer than formerly. 


Among the leaders in this advanced research and im- 
conse clinical performance has been Dr. Robert M. 

mith, head of the anesthesiology service of one of the 
world’s largest pediatric centers, The Children’s Medical 
Center, Boston, Mass. and Assistant Clinical Professor of 
Anesthesia, Harvard ,;Medical School. In his new book 
Dr. Smith provides you with the only complete reference 
of up-to-date knowledge on pediatric anesthesia and 
guides you in using the same advanced techniques as 
practiced in this famous medical center, 


Glance through this new 425-page book’s discussions of 
basic pediatric anesthetic requirements, child biology, 
behavior and response, pre-operative medication and 
respiratory physiology. Look through it for valuable 
material on new equipment, choice of agent and tech- 
nique, recovery and drugs. Examine the chapters on 
pre-operative psychic conditioning, anesthesia for special 
surgery, special problems and statistics of mortality. 
You'll quickly discover that this is the most complete, 
modern and authoritative book on general and regional 
anesthesia for infants and children. 


Order your copy on 10 day approval today. You'll 


quickly discover it is a book that can be vitally helpful 
to you in your practice. 


The C.V.MOSBY Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 
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A chapter on economics discusses the policies and 
procedures— whether it should be open ail the time or 
part time, which patient should go to the recovery 
room, the lengths of stay, records, visitors, role of the 
referring doctor and private duty nurses. 

This book is very well written and easy to under- 
stand. It is of great value to those who plan to set up 
a recovery room or would like to get other opinions in 
order to evaluate theirs and possibly improve it; but, 
unless there is a specific interest in the recovery room 
establishment or review, this book would be valueless. 

—A. J. FRANZI, M.D. 


Infectious Diseases of Children. 

By Robert Ward, M.D. and Saul Krugman, M.D. Pp. 325. 

Price, $10. C. V. Mosby Company, St. Louis, 1958. 
THE AUTHORS have presented a concise, up-to-date 
and complete description of the common infectious 
diseases of children, and their deleterious effects when 
contracted by adults. Considerable space is devoted 
to the more recently discovered viruses, along with a 
chapter on the common cold. 

The 44 illustrations and seven color plates are all 
fitting and add greatly to the context. The chapters 
are well organized for easy reference. The final chap- 
ter, by Dr. Morris Greenberg, is on control of com- 
municable diseases. 

The book should prove a valuable addition to the 
library of pediatricians, general practitioners and 
medical students. —ADDISON T. TATUM, M.D. 


Obstetrical Practice. 
7th ed. By Alfred C. Beck, M.D. and Alexander H. Rosenthal, 
M.D. Pp. 1,050. Price, $14. Williams and Wilkins 
Company, Baltimore, 1958. 
THIS Is a textbook on obstetrics designed for both 
students and practicing physicians. The authors have 
repeatedly revised this book to keep it up to date. 
In this, the seventh edition, the authors have com- 
pletely revised the sections on management of preg- 
nancy, management of labor, and puerperium. The 
chapters that deal with placenta, its physiology and 
relations to the fetus, have been entirely rewritten. 
The value of improved sedation, fluid balance, in- 
travenous pitocin, manual removal of the placenta, 
and the use of newer wonder drugs are stressed in their 
proper chapters. 
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The textbook is well written and indexed. Un- 
wanted history, names and statistics are omitted; yet, 
pumerous illustrations and photographs make each 
subject easy to grasp. 

Obstetrical Practice should be a part of the library of 
every hospital and physician whose practice embraces 
the care of parous women. 

—JAMES D. MURPHY, M.D. 


Skin Grafting. 

$rd ed. By James Barrett Brown, M.D. and Frank 

McDowell, M.D. Pp. 411. Price, $15. J. B. Lippincott 

Company, Philadelphia, 1958. 

Skin grafting was originally published in 1943 as a 
monograph entitled Skin Grafting of Burns. The 
present edition has been enlarged in scope and content 
and has reproduced the original material on the man- 
agement of granulating wounds, the technique of skin 
grafting and its application in deep burns. Additional 
features are indications and uses of pedicle flaps of all 
types in various anatomic locations, free grafts of skin 
and cartilage, and special techniques for reconstruc- 
tion of all parts of the body surface. Also, post-mortem 
grafts, repair of radiation injuries, and experiences in 
military surgery are well covered. There is a full 
bibliography of 33 pages. 

The two earlier editions were of real value to all who 
are interested in the field of reconstructive surgery. 
There is every reason to expect that the third edition 
will be as well received. The plentiful illustrations 
and photographs amply demonstrate the methods em- 
ployed. Techniques that have proved successful in the 
authors’ experience are presented without the puzzling 
choices of alternate methods. Many original and in- 
genious procedures employed in wound preparation, 
dressing, splinting and after-care provide expert as- 
sistance in carrying out the various operative pro- 
cedures. 

The first 97 pages of the volume carry a special 
message for general practitioners, general surgeons 
and plastic surgeons. Full information is lucidly given 
on burns, wound healing, care and preparation of the 
granulating wound for grafting, and the technique of 
performing grafts. The remainder of the book, al- 
though informative and valuable for the general prac- 
titioner, is of greater interest to surgeons, particularly 
plastic surgeons, because of the specialized nature of 
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the material. Any physician will welcome it as a 
means of discovering the possibilities of surface recon- 
struction in unusual cases. 
This book is highly recommended for purchase by 
the general practitioner. 
— HENRY P. ROYSTER, M.D. 


The Sedimentation Rate of Human Erythrocytes. 
By Frank Wright, M.p. Pp. 48. Price, $2.50. Vantage 
Press, Inc., New York, 1958. 
THE AUTHOR becomes both the philosopher and the 
crusader in this booklet on interpretation of the sedi- 
mentation rates and their significance. His theories on 
the subject are less orthodox than his technique, 
which follows the ordinary accepted laboratory pro- 
cedures. His interpretations of the past, present and 
future, from his laboratory results, are novel and 
thought-provoking. —FOUNT RICHARDSON, M.D. 


Practical Blood Transfusion. 

By J. D. James. Pp. 167. Price, $4.50. Charles C Thomas, 

Springfield, Ill., 1958. 

THIS BOOK is composed of 167 pages with a long list 
of references and an excellent index. 

This is an interesting, informative and easy-to-read 
book. It covers typing, crossmatching, indications and 
complications of blood transfusions. It also covers 
some of the legal aspects of blood transfusions. A part 
of the book explains organization of the London 
Blood Transfusion Service and how it functions in 
Great Britain. 

This is a good short reference book on blood trans- 
fusions for the general practitioner to have in his 
library. —T. SAPPINGTON, M.D. 


Clinical Endocrinology. 
2nd ed. By Karl E. Paschkis, m.p., Abraham E. Rakoff, 
M.D. and Abraham Cantarow, M.D. Pp. 941. Price, $18. 
Harper & Brothers, New York, 1958. 
THE MEDICAL practitioner, regardless of his field of 
practice, who is unaware of the recent progress made 
in clinical endocrinology, may find a great deal of val- 
uable information in this volume. To those familiar 
with the 1954 edition, this new volume presents recent 
advances in the fields of thyroid pathology and ther- 
apy and adrenal pathology and therapy, the use of 
long-acting progesterone derivatives and the classifi- 
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ation and diagnosis of testicular failure. These sec- 
ions make interesting reading, are well organized and 
resented, and adequately illustrated. 
| This book has complete sections on the anterior 
Dituitary, posterior pituitary, thyroid, adrenal cortex, 
drenal medulla, ovaries, placenta, testes, pancreas, 
barathyroids, obesity and a final chapter on methods 
nd materials utilized in the procedures and methods 
{ study referred to in the book. Each section opens 
vith the anatomy and physiology of the gland under 
tudy, including the embryology needed to explain 
ome of the anomalies discussed. Separate chapters 
e found in each section differentiating hypo- and 
hyperfunction of the gland, with clinical examples of 
he conditions resulting from anomalies of that gland. 
Although there may be some question relative to 
he preponderance of laboratory and experimental 
work used in making differential diagnoses in some of 
he care and borderline anomalies, the section on par- 
nthyroids is an excellent example of the detailed 
description of the underlying causes, the pathologic 
physiology, the embryonal deficiencies, and the his- 
ory and physical examination used in the accepted 
ethods of arriving at a correct differential diagnosis. 
This book, written on excellent paper, unusually 
well-organized by sections, containing 941 pages with 
74 illustrations, well modernizes the recent increase 
in endocrine knowledge. It should be a valuable refer- 
ence volume in any general practitioner’s library. 
— Ws. J. SHAW, M.D. 


Pathology for the Physician. 

6th ed. By William Boyd, M.v. Pp. 900. Price, $17.50. 

Lea and Febiger, Philadelphia, 1958. 

THIS MASTERFUL work, which treats pathology as the 
sum total of the cytologic, physiologic and biochemi- 
cal, rather than as simply pathologic tissue or organ 
changes, has a storybook fascination. 

This is a superbly rewritten book, in its sixth 
edition, presenting pathophysiologic correlation and 
interrelationships ordinarily not found in 2 work of 
this kind. The author has elevated what ordinarily 
might be thought of as fixed basic science entities to 
contemporary biochemical phenomena. The title of 
the book indicates that it is written for the physician 
(linician) in counterdistinction to a companion 
Volume written for the surgeon. Illustrations, both 
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icroscopic and gross, are especially well chosen. It 

truly a doctor’s book, serving well those preparing 
for specialty board examinations and those who 
desire to strengthen their undergraduate concept of 
he “sick person.” —A. E. RITT, M.D. 


Pharmacologic Principles of Medical Practice. 

ith ed. By John C. Kraniz, Jr. and C. Jelleff Carr. Pp. 

1,808. Price, $14. Williams & Wilkins Company, Balti- 

more, 1958. 

TuIs IS an excellent text not only of pharmacology, 
but also of the basic sciences of medicine. It even 
qualifies as good literature, a quality not common 
in most textbooks. I quote the last sentence of the 
chapter on “Drugs in the Treatment of the Mentally 
Ill”: “Among the patients seeking the physician’s 
help—talent and wealth are frequent attributes, 
fame and beauty are not uncommon—but peace of 
mind is the final seal of divine approval, the endorse- 
ment of a well-integrated life.” 

The book is built on a well-ordered framework that 
is filled out with an orderly discussion of history, 
chemistry, action and dosage of drugs. The index is 
adequate to make it an excellent reference book, 
especially for the physician who wants something 
other than a detail man’s file case or the Physician’s 
Desk Reference to use. 

I reeommend this book as excellent reading (in 
divided doses) or as a reference for every general 
practitioner’s library. 

— BERNARD P. HARPOLE, M.D. 


The Psychology of Medical Practice. 

By Mare H. Hollender, m.p. Pp. 276. Price, $6.50. W. B. 

Saunders Company, Philadelphia, 1958. 

THIS IS an excellent book on the handling of patients 
—what to say, what to do, what not to say and what 
not to do—and there are enough case histories and 
sufficient explanation to make it readable and inter- 
esting. 

Do your patients ever fail to take your medica- 
tions? Do you know which patients to tell they have 
tancer; how you should tell them? How do you-han- 
dle a dying patient? Why do doctors find it difficult 
‘0 care for patients with incurable disease? How do 
you get a patient to accept an operation? These are 
the kinds of questions the authors propose and which 
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hey answer from a background of clinical experi- 
nce, stiffened by a good knowledge of psychiatry 
nd psychology. Dr. Hollender is a practicing physi- 
ian’s type of psychiatrist. An internist, a gynecolo- 
istand a pediatrician also contribute chapters to the 
book. 
Even the experienced physician will find this book 
o his liking, because it not only tells how to handle 
batients, but explains the whys and wherefores of the 
patient’s behavior and of the doctor’s attitudes and 
behavior to the patient. 
—STANLEY R. TRUMAN, M.D. 


By Louis Lichtenstein, M.D. Pp. 402. Price, $12. C. V. 
Mosby Company, St. Louis, 1959. 
THIS BOOK is probably one of the most complete and 
p-to-date delineations of bone tumors available 
oday. It is adequately illustrated with photomicro- 
praphs and roentgenograms, and it presents a com- 
plete clinical picture including diagnosis, treatment 
and prognosis. 

Bone Tumors would be a valuable reference book 
or pathologists and orthopedists, but would be of 
ather limited value for the average general practi- 

—JOHN C. ELY, M.D. 


Revised and enlarged edition. By Evelyn S. Stead and 
Gloria K. Warren. Pp. 284. Price, $4.50. McGraw-Hill 
Book Company, Inc., New York, 1959. 


HERE IS a place in everyone’s diet for these tempt- 
ng and tasty low-fat dishes—and there is a place on 
every cook’s reference shelf for Stead and Warren’s 
excellent cook book. 

With more study, more testing and tasting, the 
original (1956) book has been enlarged and revised 
to be even more helpful in improving the diet. The 
introduction by Eugene A. Stead, M.D. and James 
/. Warren, M.D. is an excellent guide in the uses of 
the low-fat. regimen. ; 

Values are well explained, recipes are clear,. and 
Attractive menus are suggested. Get it, try it and 
eijoy it. My advice is to start with barbecued 
thicken, green beans with mushroom sauce, or lemon 
angel cake. — Mrs. HucH Hussey 


G P September 1959 221 








ORETIC 





FOR, EDEMA 
HYPERTENSILON 


ORETIC 








Doctor: if you have low-salt patients you can put some re: 
pleasure (and some real salt) back on their table... tak + 


rigid diet plans (and all their bother) out of your treatmer 











eee Se 


with... 


TABLETS AND ELIXIR 


eg 

"To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

' In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 

¢ pathy — the penalties of advancing age. 


» Niatric improves respiration and cerebral function 
e Niatric improves circulation 
rig contains: Each Tablet: 5 ce. Elixir: e Niatric protects capillary integrity 


Ho nergy a oe = ~~ e Niairic prevents brain tissue hypoxia 


Scorbic Acid 100 mg. 
Bio{|avonoids 
Mcohol 


rage Dese: 1 tablet or 1 tsp. (5 cc.) t.i.d. A F. ASCHER AND COMPANY, INC. 


Send now for samples and literature . .. 


mpoly: Tablets, botties of 100 and 500. 


Elixir, bottles of 1 pint. Ethical Medicinals/ Kansas City, Missouri 














AN ACADEMY OFFICER’S PROFILE... 


New Director 
Heads Insurance Committee 


NATIONAL HONORS came to Dr. Herbert W. Salter 
of Cleveland, Ohio this year with his election 
to the Academy’s Board of Directors and ap- 
pointment to the increasingly important post as 
chairman of the AAGP Committee on Insurance. 

The native Ohioan has had ample experience 
to prepare him for these demanding offices. 
Though qualified for a specialty, Dr. Salter chose 
general practice in 1926 and has continued faith- 
fully in that field as one of its leading exponents. 

He was instrumental in organizing the Cleve- 
land Academy of General Practice and served as 
president from 1949 to 1954. In 1954 he began 
a term as president of the Ohio Academy of Gen- 
eral Practice. That year he also turned in a 
classic job as chairman of the Local Arrange- 
ments Committee for the AAGP’s Annual Scien- 
tific Assembly which was held in Cleveland. 

In addition to being a member of many com- 
mittees of the Ohio chapter, Dr. Salter was al- 
ternate national delegate from 1953 to 1957 and 
has been national delegate since 1957. 

Preceding his appointment as chairman of 
the Committee on Insurance, Dr. Salter served 
as a committee member. This month he will 
appear before the state officers in Kansas City to 
give up-to-date information on the Academy’s 
new Retirement Annuity Program. 

Locally, Dr. Salter has worked faithfully as 
chairman of the Education Committee of the 
Cleveland chapter for the past ten years. 

He belongs to the Cleveland Clinical Club, the 
oldest clinical medical society of Cleveland. As a 
member of the Cleveland Academy of Medicine, 
he organized its Section of General Practice—in 
fact, was president for two years. From 1952 
until 1958 he was a director of the Cleveland 
Academy of Medicine and for two years has been 
chairman of its mediation committee. 

His interest in general practice is carried to 
all groups as witnessed by his chairmanship in 
1955 of the Section on General Practice of Ohio 
State Medical Association. For several years he 
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has been a delegate from Ohio to the America: 
Association of Physicians and Surgeons. 

Doctors Hospital in Cleveland Heights a 
gets a good portion of Director Salter’s time 
There he has been director of the hospital’s D 
partment of General Practice for 11 years. I 
addition he is president of the staff this year 
He was treasurer from 1947 to 1958. 

Born on December 12, 1897 to Professor Wil 
liam A. Salter and Minnie E. Salter, his earl 
schooling was at West Unity, Ohio. He then pr 
ceeded to Ohio State University; he received hi 
M.D. degree from Harvard in 1922. 

All of Dr. Salter’s postgraduate training 
received in Cleveland. At Lakeside Hospital h 
served a one-year rotating internship, then a six 
month assistant residency in gynecology. Ne 
he took a six-month residency in obstetrics a 
Cleveland Maternity Hospital. This was fol 
lowed by one year of surgical residency. 

During World War II, as a member of the 
United States Naval Reserve, Dr. Salter organ- 
ized and operated a dependents clinic in Chicago.§ pos 
He also served as senior medical officer, usually§ and 
senior surgeon, in several parts of the country. § Uni 

Dr. Salter and his wife Edna (a native Cleve ag 
lander) have one son, Herbert William, Jr., af § 
doctor of veterinary medicine in Ft. Wayne, Ind.f Ae; 
There are two grandchildren—Cathie, age 9 andg 
Herbert William III, age 7. gra 

Dr. Salter is a member of the University Club,f wh; 
Acacia Country Club and has been an usher atg " 
Plymouth Church of Shaker Heights for 27 years. wil 

He likes golf, fishing, gardening, bowling, 15- 
cards and squash. Something of a “pro” at sio 
squash, Dr. Salter says he is the club’s oldestil Le 
player but balances this out by adding that he My 
won the Class B tournament at 50 years of age-§ 

Business interests are mutual in the family. fen 
Dr. Salter has had the distinction of founding} — 
and operating Salter Automotive Imports (Rolls-§ rox 
Royce and Bentley) while Mrs. Salter is presi-§ tiv 
dent of Superior Carbon Products Company. me 
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Tae ACADEMY’s Third Annual Symposium on 
Infectious Diseases and the 1959 State Officers’ 


il Conference the weekend of September 25-27 will 


kick off the fall and winter meeting schedule. 
Completed program agendas promise a repeat 


i# oflast year’s very successful conference and sym- 


psium. Both audiences will be welcomed by 
Academy President Fount Richardson of Fay- 
eteville, Ark. 

Dr. Garra L. Lester of Chautauqua, N. Y. and 
Dr. Walter Sackett of Miami, Fla., representing 
theAcademy’s Committee on Scientific Assembly, 
will be presiding officers for the September 25 
symposium which again will be held in Batten- 
fed Auditorium on the Kansas University Medi- 


‘i cal Center campus, Kansas City, Kan. The sym- 
‘I posium is being presented jointly by the Academy 
and Postgraduate Education Department of the — 


University of Kansas School of Medicine, under 
agrant from Lederle Laboratories. 
Six hours of Category I credit will be given 


‘| Academy members for attendance. 


See the following pages for photos and bio- 
graphic data on the speakers and for a preview of 
what their respective presentations will entail. 

The day-long sessions on infectious diseases 
will be recessed both morning and afternoon for 
li-minute coffees. After the final panel discus- 
sion, all symposium registrants will be guests of 
Lederle Laboratories at a reception at Hotel 
Muehlebach. 

On Saturday, the two-day State Officers’ Con- 
ference—this year carrying out a railroad theme 
—will begin. The chief innovation will be the 
toundhouse sessions which will allow representa- 
tives of small, medium and large chapters to 
meet in their respective group and discuss com- 
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News 


All Participants Selected for SOC; Symposium Speakers Submit Abstracts 


September 25-27 Weekend Reserved For Symposium and State Officers 


mon problems. These sessions, beginning at 11:45 
A.M. and lasting an hour, will close out the con- 
ference on Sunday. 

Engineering the conference will be the SOC 
committee which is headed by Dr. Carroll Witten 
of Louisville, Ky. Other committee members are 
Dr. Paul Read of Omaha, Neb., Dr. Richard 
Bellaire of Saranac Lake, N. Y. and Dr. Carroll 
Andrews of Sonoma, Calif. Mr. Don Jackson, 
executive secretary of the Texas chapter, is ad- 
visor to the committee. 

Each of the committee members will serve as a 
moderator during the conference. Dr. Witten, as 
chairman, will give the opening day welcome and 
will also moderate the discussion on Chapter 
Office Operations. 

Mr. Jackson will head the discussions on Chap- 
ter Communications; Dr. Andrews will moderate 
the Saturday afternoon program on Undergradu- 
ate, Graduate and Postgraduate Training; Dr. 
Bellaire will be in charge of presentations on 
Hospitals and Dr. Read will moderate the closing 
day session on Legislation and Public Policy. 

For the program topics and their respective 
speakers see pages 271-273. 

The Greene County Boys who present the na- 
tionally-heralded ‘‘Medical Hit Parade’’ will en- 
tertain at the annual banquet on Saturday eve- 
ning at Hotel Muehlebach. The singing group, 
composed of six members of Greene County 
(Missouri) Medical Society, rocketed to fame just 
about a year ago with special renditions of some 
20 songs which have a medical flavor. The lyrics, 
written by Dr. James Brown of Springfield, Mo., 
were adapted to popular song melodies. The re- 
sult has been a highly entertaining combination 
of good harmony and lots of Ozark twang. 
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Irving Kass, M.D. 

A Kansas alumnus, Dr. Kass is a 
diplomate of American Board of Inter- 
nal Medicine, associate of American 
College of Physicians, assistant medical 
director of National Jewish Hospital, 
Denver and assistant clinical professor 
of medicine at Colorado University. 


Mark H. Lepper, M.D. 

Since 1955 Dr. Lepper has been head of 
Illinois University’s Department of Pre- 
ventive Medicine and consulting director 


_ Of the respiratory center. A George Wash- 


ington University scholar, he has held 
positions at Gallinger and Walter Reed 
hospitals, Washington, D.C. 


Lowell A. Rantz, M.D. 

A Stanford graduate (M.D. ’36), Dr. 
Raniz was a research fellow at Harvard, 
then returned to Stanford University 
where he is now professor of medicine 
and chief of the Division of Infectious 
Diseases. He is the author of many pub- 
lications in the infectious disease field. 


Charles C. Shepard, M.D. 

Dr. Shepard is chief of special projects 
unit with Communicable Disease Cen- 
ter, Montgomery, Ala. Academic train- 
ing included premedical at Stanford, 
and M.D. (1941) from Northwestern. 
Commissioned that year with USPHS, 
other assignments included NIH. 


Alfred S. Evans, M.D. 

After being on leave from University of 
Wisconsin and doing postgraduate work 
in epidemiology at University of Michi- 
gan, Dr. Evans returned this month to 
head Wisconsin’s new Department of 
Preventive Medicine and to direct the 
State Laboratory of Hygiene. 


Morton Hamburger, M.D. 

Since 1956 Dr. Hamburger has been 
assistant director of the Department of 
Medicine, University of Cincinnati. A 
Johns Hopkins graduate (M.D. ’34), he 
joined the Cincinnati faculty in 1938, 
was field director with Army Epide- 
miology Board during World War II. 


Robert W. Weber, M.D. 

Youthful Dr. Weber (M.D. ’47) has had 
an amazing career at Kansas University 
Medical Center. Licensed in 1949, he 
returned to his Alma Mater in 1954 as 
instructor. In 1955 he became an asso- 
ciate—in 1958 was promoted to assistant 
professor of medicine and microbiology. 





News 


Program for Symposium 
On Infectious Diseases 


Friday—September 25 
8:30 A.M.—Registration 
9:00 A.M.—Pulmonary Infections (Dr. Kass) 


In vitro studies on typical tubercle bacilli 
clearly indicate that they can be resistant to 
antimicrobial agents even before they are used. 
It is for this reason that adequate combined 
chemotherapy is used in the initial treatment of 
pulmonary tuberculosis. Dr. Kass will briefly 
describe the results of his experiences. He will 
also point out that it appears that two or more 
antibiotics, whose in vitro studies indicate that 
they possess the desired antibacterial effect, 
should be used in controlling any pulmonary 
infection, and particularly those caused by the 
micrococcus pyogenes var aureus. Likewise, until 
tube dilution penicillin susceptibility tests are 
used, one should not exclude the use of intensive 
penicillin treatment in the management of pul- 
monary staphylococcic infections. 

He will discuss the value of knowing the 
bacterial flora in the management of chronic 
bronchitis and the indications for the various 
antibiotic regimens, bronchodilators and muco- 
lytic and proteolytic agents which change the 
consistency of the sputum. 


9:30 A.M.— Meningitis (Dr. Lepper) 


There has been a large increase in the number 
of etiologic agents that can be diagnosed for 
meningitis. Most of these are viruses and cause 
the clinical picture formerly known as aseptic 
meningitis. Because of the urgency for treatment 
and the prolonged laboratory tests required, the 
diagnosis on which treatment must be based 
depends on the clinical picture, the spinal fluid 
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findings and the bacteriologic smear. Dr. Lepper 
feels the completeness of the initial diagnosis as 
to the anatomic, pathologic and physiologic 
satus is almost as important in guiding therapy 
asis the etiology. 

Therapy of the acute bacterial diseases may 
be standardized according to etiology within 
certain limits. Meningococcic meningitis may be 
treated with sulfonamides, large doses of peni- 
illin, tetracyclines or chloramphenicol. Penicillin 
should be included in the treatment of pneu- 
mococcic meningitis whenever possible and either 
tetracycline or chloramphenicol is needed for 
H. Influenza. Statistical results from alternate 
case studies will be reported. 

The outcome of treatment of tuberculcus 
meningitis is greatly influenced by the age of the 
patient. Prognosis depends on the acuity of the 
disease and the degree of parenchymal involve- 
ment, such as infections or abscesses. 


10:00 A.M.—Urinary Tract Infections (Dr. Rantz) 


Urinary tract infections are extremely common 
and are of great potential importance in the 
causation of hypertension and renal failure. Their 
diagnosis and treatment may be greatly facili- 
tated by the application of methods for quan- 
titative culture of the urine which will be con- 
sidered in detail. Disease which arises in persons 
in whom no demonstrable obstruction is present 
is most important. Dr. Rantz will discuss the 
natural history and management of infections of 
this type. 


10:30 a.m.—Recess (Coffee) 


10:45 A.M.—Panel Discussion (Dr. Weber, Moder- 
ator) 


12:30 p.m.— Luncheon 


2:00 P.M.—Fluorescent Antibody Diagnostic Meth- 
ods (Dr. Shepard) 


The fluorescent antibody (immuno-fluorescent) 
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procedures, described by Coons, are still in the 
developmental stage as regards their application 
in laboratory diagnosis, and they are not now 
in routine use in any diagnostic laboratory. 
Nevertheless, the methods have considerable 
potentiality and their intelligent use will require 
that the clinician be familiar with the principles 
involved. 

Antibody protein is labeled with fluorescein, 
a dye that fluoresces yellow-green when irradiated 
with ultraviolet light. Microscopic slides to which 
antigen in a particulate form has been fixed 
are treated with solutions containing fluorescent 
antibody and then washed to remove unreacted 
material. The antigen particles (bacteria, cells 
filled with virus) are left with a coat of fluorescent 
antibody and can be visualized microscopically. 

Dr. Shepard will give examples to show how 
immuno-fluorescent methods have been used to 
diagnose infectious diseases by detection of the 
disease agent (or its antigen) in clinical specimens. 
The technical difficulties that affect the applica- 
tion of the methods to routine use include non- 
specific staining and autofluorescence. Appro- 
priate controls allow some of these obstacles to 
be surmounted, but others are not yet easily 
overcome. 


2:30 p.M.—Wheezes, Sneezes and Other Diseases 
(Dr. Evans) 


The tools of modern virology are now being 
focused with great intensity on the most common 
illnesses to which man is now heir—the common 
cold and allied infections. Out of the misty 
spray of the sneeze, it is now possible to dis- 
cern, if but dimly, a number of viruses which 
may be associated with its causation. Most are 
vague and incompletely understood and not even 
christened with dignified names. But two in 
particular, called JH and 2060, are certainly 
responsible for at least some coldlike illness and 
are antigenically related to one another. There 
is growing evidence that the cold syndrome has 
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Ordinary gauze belongs to the painful past! 








NEW “MERCY BANDAGES” 
WON'T STICK TO WOUNDS 





From hospital research comes a plastic-covered 
dressing that doesn’t hurt when you take it off 


Putting gauze directly on a wound is now, happily, a thing 
of the past. Now there’s TELFA—the new sterile pad that 


doesn’t stick to wounds. 


Originally developed for hospital use, TELFA is a highly- 
absorbent dressing covered with an almost invisibly thin 


plastic film. 

Tiny holes in the film permit drainage, 
but no threads become rooted in tender, 
healing skin. No risk of tearing the scab 
when TELFA comes off. And best of all, 
no pain. 


® 
TE LFA STERILE PAD 100’s 
1%" x2"—2" x 3”—3" x 4” 


Rectangular size can be cut toany shape 
for large wounds and 
lst and 2nd degree burns 
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Now, there’s a painless Telfa Pad on all th 
famous waterproof, plastic bandages. act 
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several causes and that immunity of at least sev- 
eral months duration may result from each. 

The wheeze, especially the croupy wheeze 
of childhood, is also yielding to virologic scrutiny 
and it now appears that a substantial portion of 
childhood respiratory diseases (about 6 per cent) 
are due to hemadsorption I or II viruses. Other 


7 ' I diseases, such as the pharyngitis, conjunctivitis or 


pneumonitis due to the adenoviruses, are being 
better characterized clinically and epidemiologi- 
cally and their low incidence as a cause of clinical 
illmess in civilians has been firmly established. 
Experimental vaccines, some of them combined as 
multiple antigens, are undergoing clinical trials 
for many of the new viruses. 

Despite these exciting and encouraging leads 
we must face the sobering facts that at the 
moment over 80 per cent of respiratory illnesses 
are of unknown causes; that bacterial infections, 
due almost exclusively to hemolytic streptococci, 
cause less than 10 per cent of severe respiratory 
illness and less than 5 per cent of mild illness 
and yet are the only infections responding to 
antibiotic therapy; that accurate clinical diag- 
nosis of streptococcal infections is by no means 
easy but the disease is usually associated with an 
exudative tonsillitis; and finally, that at present 
there is no vaccine effective against the common 
respiratory syndromes. 


3:00 p.m.— Subacute Bacterial Endocarditis 
(Dr. Hamburger) 


The diagnosis of subacute endocarditis caused 
by nonhemolytic streptococci is usually easy, 
though difficulty sometimes arises in clinically 
acceptable cases with negative blood cultures. 

From a therapeutic standpoint, nonhemolytic 
streptococci may be divided into two groups: 
penicillin-sensitive streptococci and enterococci. 
Minor differences in sensitivity are not important. 
Most American authorities now agree that 95 
per cent of cases of subacute endocarditis caused 
by penicillin-sensitive streptococci can be cured 


GP _ September 1959 


by two weeks’ combined treatment with strepto- 
duocin and penicillin. Resistant streptococci are 
practically always enterococci, which must be 
treated longer and with larger doses of penicillin. 

Acute endocarditis is usually caused by staphyl- 
ococcus aureus, simulates numerous other in- 
fections at its onset and may be fatal within 
days or weeks. Its treatment is still often un- 
satisfactory and the mortality high. Cases have 
been successfully treated with penicillin when 
staphylococcus is penicillin-sensitive. Other drugs 
which have cured some patients but are not 
generally dependable are tetracycline, chloram- 
phenicol, erythromycin, novobiocin or combina- 
tions thereof. Among the newer drugs, vancomy- 
cin has earned credit for saving the lives of a 
number of such patients. 


3:30 P.M.—Recess (Coffee) 


3:45 P.M.—Panel Discussion 
(Dr. Weber, Moderator) 


6:00 p.M.—Reception, Hotel Muehlebach 








“One spoonful of this at bedtime will give you lots of get- 
up-and-go!”’ 
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If one... or all... needs nutritional support... 


they: 
deserve 


GE \ RAL capsules—14 VITAMINS AND 11 MINERALS 


Vitamin -Mineral Supplement Lederie For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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91959 SOC Program 


aturday, September 26 


9:00 A.M. 


Welcome—Chairman Carroll 
Witten 


“BHE CONDUCTOR’S JOB: 









rs 9:10 A.M. 


wU A.M. 


‘a 


ail 11:00 A.M. 


11:10 A.M. 


* Piapter Office Operations—Dr. Carroll L. Wit- 


ten, Moderator 


Recruiting and Enrollment 
Mr. Charles G. Dosch, Indian- 
apolis, Ind. 

Transfers, Changes of Status and 
Address 
Mr. Marshall Brainard, Jack- 
sonville, Fla. 

Reporting of Postgraduate Study 
and Re-election 
Mrs. Helen Lear, New Orleans, 
La. 

Collection of Dues 
Dr. James A. Blake, Hopkins, 
Minn. 

Automation in Office Operations 
Mr. Charles E. Nyberg, Head- 
quarters staff 

Discussion period (one hour) 


B DISPATCHER: 


lapter Communications—Mr. Donald C. Jack- 
son, Moderator 


Methods of Communication with 
Members 
Dr. Seigle W. Parks, Fairmont, 
W. Va. . 
Purpose of Chapter Publications 
Dr. John P. Lindsay, Nashville, 
Tenn. 
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11:20 a.M. Improving Chapter Publications 
Mr. William W. Rogers, San 
Francisco, Calif. 

11:30 a.M. Discussion period 

12:00 NOON Luncheon 


RINGING THE BELL ON MEDICAL EDUCATION: 


Undergraduate, Graduate and Postgraduate Train- 
ing—Dr. Carroll B. Andrews, Moderator 


1:30 P.M. Preparing the Medical Student for 
General Practice 
Dr. Robert F. Purtell, Milwau- 
kee, Wis. 
Graduate Preparation for General 
Practice 
Dr. William Shaw, Fayette, Mo. 
Postgraduate or Continuation Study 
Dr. John C. Smith, Cicero, Il. 
Discussion period 


1:50 P.M. 


2:10 P.M. 


2:30 P.M. 


THE REPAIR SHOP: 
Hospitals—Dr. Richard P. Bellaire, Moderator 


3:30 P.M. Hospital Problems in a Small Com- 
munity 
Dr. Julius Michaelson, Foley, 
Ala. 

3:45 P.M. Hospital Problems in a Medium- 
Sized Community 
Dr. Arthur Dudley, Jr., Tucson, 
Ariz. 

4:00 P.M. Hospital Problems in a Metropoli- 
tan Area 
Dr. Charles E. Martin, Fergu- 
son, Mo. 

4:15 P.M. Discussion period 


Sunday, September 27 


THE SMOKER: 


Legislation and Public Policy—Dr. Paul S. Read, 
Moderator 
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The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d. 


When anginal episodes persist in spite of E.C.G. 
evidence of ‘“‘good recovery” from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: “1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


nitrate side effects (nausea, headache, hypotension).? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 


Supplied : bottles of 50 and 500 sustained-release tab- 


lets. Also: METAMINE (2mg.) ; METAMINE (2mg.) WITH THE ( 


BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes. Looming F Gene. New York 17. 


1, Eisfelder, H.W.: Case history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 








Current Legislative Isswes 
Mr. C. Joseph Stetler, Chicago, 
Ill. 


Influencing Legislation 
Mr. James W. Foristel, Wash- 
ington, D.C. 


As the Congressman Sees Medi- 
cine’s Problems 
The Honorable Tom Curtis, 
M.C., Missouri 


Discussion period 
Pension Plans and Insurance 


Dr. Herbert W. Salter, Cleve- 
land, Ohio 


Roundhouse Sessions 
Small Chapters 

Dr. Richard P. Bellaire 

Dr. Harry Soltero (Montana) 

Dr. Richard D. Nierling 
(North Dakota) 

Mrs. Dorothy Benson 
(Headquarters staff) 


Medium-Sized Chapters 
Dr. Carroll B. Andrews 
Dr. Valentin Wohlauer 


(Colorado) 
? Mrs. Helen Lear (Louisiana) 
Mr. Roger Tusken (Head- 
quarters staff) 
Large Chapters 
Dr. Paul S. Read 
n).? Dr. James D. Weaver 
NED (Pennsylvania) 
ree Mr. Donald C. Jackson 
ital Mr. Charles E. Nyberg 


ii (Headquarters staff) 
a 
ITH THE CABOOSE: 


‘10 [245 P.M. Close—Chairman Witten 
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SOC To Hear Greene County Boys—Dr. James Brown 
(left) and Dr. Don Gose are two of the members of the “‘Medi- 
cal Hit Parade” who will be entertaining at the annual ban- 
quet September 26 in Kansas City. Lyrics for the medical- 
flavored renditions were written by Dr. Brown. Altogether, 
eight Springfield, Mo. physicians comprise the singing 
group; however, only six perform at one time. All of the singers 
come from Ozark country and all are members of the Greene 
County (Missouri) Medical Society. Success of their per- 
formances, including a national Public Relations Confer- 
ence of the American Medical Association, prompted the 
physicians to record some of the material for their county 
medical society. The society now offers these records at $3 
each. Profits go toward a scholarship for a Greene County 
medical student. 
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WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM. ... 


the trend is toward the 
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News 


Inflation, Topic of Letter Exchange 


Between Eisenhower and AAGP Leaders 


SPEAKING before the American Medical Associ- 
ation in Atlantic City, President Eisenhower 
warned that inflation poses the greatest danger 
to the traditional free enterprise practice of medi- 
cine. 

The President’s understanding of the dangers 
of inflation was applauded by that inaugural 
audience. 

The Academy, too, has apprised Mr. Eisen- 
hower of its fears concerning inflation and the 
resultant forces which might be brought to bear 
against medicine and the entire nation. 

A month prior to the speech in Atlantic City, 
Academy President Fount Richardson and Dr. 
Paul Read, a member of the Board of Directors 
and chairman of the Commission on Legislation 
and Public Policy, wrote the President support- 
ing his efforts to bring about a sound economy 
and exhorting him to continue, even to increase, 
these efforts. 

Their letters and the President’s answer follow: 


May 7, 1959 


The Honorable Dwight D. Eisenhower 
President of the United States 

The White House 

Washington, D. C. 


Dear Mr. President: 


The members of the American Academy of Gen- 
eral Practice have long been aware of the problems 
of the senior citizens in our country and are inti- 
mately acquainted with them. As family doctors, we 
have interceded in their behalf for their appreciation 
in social situations, their physical and mental care, 
and even for their community adjustments and fi- 
nancial stability. We have acted as family coun- 
selors for many thousands of elderly people. 
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Our organization, some 25,000 strong of the fam- 
ily doctors of America, supports a policy of private 
medical care for everyone, at a cost they can afford 
to pay. 

For many years it has been our pride that we 
have given service to the aged at a most reasonable 
rate, often without pay. We are years ahead on some 
of the studies now being proposed in the national 
Congress on the matter. 

We have watched with considerable apprehension 
the march of inflation with its catastrophic effects on 
the fixed income of these elderly people. It shrinks 
their savings, their pensions and their insurance. 
Inflation is a thief which robs all of us, but partic- 
ularly sad is its effect on the elder citizen who is 
least able to protect himself. 

We are heartened by your efforts to bring about a 
sound economy in America. We believe such is the 
way to a continued independence. We appreciate 
your opposition to hasty and imprudent legislation 
which is inflationary in nature. We urge you to con- 
tinue and increase, if necessary, this opposition. 

We believe keeping inflation under control will 
give us a strong economy. It will enable countless 
thousands of older people to remain independent 
and self-sustaining. It preserves their pride of self- 
sufficiency, and renders useless any patronizing 
legislation which would make them wards of the 
state. 

In behalf of these citizens, and indeed in behalf 
of every American we solicit your influence to assist 
in stemming the tide of inflation that threatens us. 


Sincerely, 


Fount Richardson, M.D. 
President 


American Academy of General Practice 
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- For extra low-calorie 


nutrients to help 


patients stay with a 
_ weight-control diet... 


ae — 


New se/f-enriched Carnation Instant 






25% more protein, calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


Simple fatigue can discourage patients from 
staying with weight-control diet. A bonus of 
sustaining, low-calorie nutrients can be helpful. 
New Carnation Instant can provide such aid. 


This new fresh flavor crystal-form nonfat milk 
can be self-enriched—to provide 25% more pro- 
tein, calcium and B-vitamins than ordinary non- 
fat milk—and far richer flavor. 


The patient simply adds 25% more crystals 
when mixing. Dissolves instantly in ice-cold 
water, ready to enjoy. 

The chart below shows how this more delicious 
nonfat milk makes significant contributions, 
even to the liberal Recommended Daily Dietary 
Allowances of the National Research Council 
(1958 Revision ). 

















Protel pay orran, Riboflavi Thiamine 
(Grams) Grams — “(Me) (Mg.) 
‘Men 70.0 2 tw 1.6-1.3 
NRC Allowances, Ages 25 to 65. Wotsén 58.0 S 135 12-10 
Provided by 1 Qt, 25% : oe ae 
ba self-enriched Carnation instant 41.3 1.48 2.26 40 

















25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 
per quart, over regular package directions. 
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May 13, 1959 
Dear Mr. President: 
As a member of the Board of Directors of the 


American Academy of General Practice and as the 


Academy’s chairman of the Commission on Legis- 
lation and Public Policy, I have been very much 
interested in the health problems of our citizens, 
particularly those of the nation’s senior citizens, 
those on fixed incomes and those in the lower income 
bracket. 

The Academy of General Practice believes very 

strongly in free enterprise and the opportunity for 
people to provide, in so far as possible, for their own 
medical care. We believe in the free choice of a phy- 
sician and the absence of a third party. 
i We have viewed with alarm the ever-increasing 
trend toward socialization and governmental control 
of medicine. The spiralling inflation which has a 
calastrophic effect on the fixed income of the older 
citizens and others, makes a fertile bed on which 
socialization and government control thrive. 

We are pleased, Sir, with your efforts to stem in- 
flation and to provide for a sound economy. We 
hope you will continue your battle against further 
unnecessary spending and that you will resist un- 
warranted regulative interference by government in 
free enterprise. 


Yours respectfully, 


Paul S. Read, M.D. 
Omaha, Neb. 





GP September 1959 


The following is President Eisenhower’s reply 
to President Richardson: 

The White House 

Washington 

May 22, 1959 


Dear Dr. Richardson: 


I have been deeply impressed by the views of the 
American Academy of General Practice, represent- 
ing 25,000 family doctors, on the dangers of infla- 
tion to the elderly citizens of this nation. 

Certainly, there can be no more tragic prospect 
for our aged people than the spectre of insecurity 
brought on by needless inflation. The provident man 
or woman who, through the years, has practiced 
thrift and self-denial in order to purchase an honor- 
able retirement, has every right to expect his or her 
savings to retain their purchasing power. 

I have been much troubled by the rising costs of 
basic necessities over the past two decades, and par- 
ticularly where the cost of medical care is concerned. 
It is heartwarming to know that your organization 
has done so much to ease the burden of these ex- 
penses to the aged persons who have limited means. 
Medical care is one essential service that no citizen 
should find beyond his reach. 

You may rest assured that this Administration is 
continuing its unremitting efforts to control federal 
expenditures. 


Sincerely, 


Dwight D. Eisenhower 
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By and large, ace firefighter Uncle Milo fed his ulcers per 
doctor’s orders. But sometimes there he was. : . face to face 
with some forbidden delicacy. Then a single indiscretion, in 
a weak moment, was all it took to put him out of action. 


Today, though, whatever the will-power of your ulcer pa- 
tients, you can provide lastingly effective pain relief and acid 
control with Gelusil . . . the antacid adsorbent Uncle Milo 
should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. The choice of modern physicians, for every ant- 


GELUSIL’ Ga 


the physician’s antacid 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


BYSPECIAL ACT of Congress, two Syracuse, N.Y., 
physicians and the estate of a third have been 
paid by the government for medical services 
given to a number of veterans between seven and 
13 years ago. 

The long drawn-out controversy over their 
compensation resulted from failure of the doc- 
tors’ secretary to bill Veterans Administration 
within the prescribed time. 

Beneficiaries of the congressional action are 
Drs. Gordon D. Hoople and David W. Brewer 
and the estate of Dr. Irl H. Blaisdell. Practicing 
together in a partnership, they had sent VA-a bill 
for $3,902 to cover 565 office and hospital calls on 
86 veteran patients. Services had been rendered 
during the years 1946-1952. Complications 
arose when the VA discovered that authorization 
of these services had never been granted. 

Evidence was presented to the House Judiciary 
Committee that discovery of the office clerk’s 
failure to submit the authorization forms within 
the authorized time period was not made until 
after she had been discharged. Then when the 
claims were presented, VA replied that it could 
not legally make payment because they were 
received too late. 

It added that the sum requested was excessive 
anyway since some of the veterans treated were 
ineligible for care at government expense, eligi- 
bility of some others was questionable and, in a 
few of the cases, full payment had been made for 
services given. 

The actual amount to which the medical group 
was entitled, if it had complied with regulations, 
was $1,964, VA stated. That is the sum author- 
wed in the bill recently enacted by Congress and 
signed by President Eisenhower. 
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In opposing the bill’s passage, Veterans Ad- 
ministration argued that failure of their office 
help to submit the claims was the doctors’ mis- 
fortune. But the position of Congress was that 
they should not be held responsible for a clerical 
oversight. 


FORAND BILL HEARINGS 


Scores of witnesses were heard and tens of 
thousands of words went into the record of public 
hearings on the Forand Bill (HR 4700) which 
were held on five consecutive mornings and after- 
noons in July by the House Committee on Ways 
and Means. 

Following are selected quotations from some of 
the testimony: 

“Free enterprise with the cooperation of the 
local government can solve this problem. Let’s 
give them a chance.’’—South Carolina Medical 
Association. 

“I wholeheartedly endorse Representative 
Forand’s bill and I strongly urge its passage. It 
would put a stop to the neglect of a segment of 
our population too long ignored.”—Walter P. 
Reuther, president, United Auto Workers. 

“HR 4700 (Forand Bill) is compulsory health 
insurance on a limited scale. And if it were made 
law, compulsory national health insurance—for 
every man, woman and child in this country— 
could soon come down the pike.”—Dr. R. B. 
Robins, former president, American Academy of 
General Practice. 

“Only through the social security mechanism 
can people of moderate means prepay in advance 
during their years of employment those high 
costs of hospital and nursing home care to which 
most people are exposed in their old age. This 
measure (Forand Bill) is humane, logical and 
urgently needed.’”’—Dr. George Baehr, former pres- 
ident, Health Insurance Plan of Greater New York. 
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A moderate 
low-fat 
well-balanced 
breakfast for 


a woman of 25 years 


The basic cereal and milk breakfast as shown below is 
well balanced because it provides ‘Women, 25 Years” 
with approximately one-fourth of the recommended 
dietary allowances! of complete protein, important B 
vitamins, essential minerals; and provides quick and 
lasting energy. This breakfast is moderately low in fat 


because its fat content of 10.9 gm. provides 20 per cent 
of the total calories. The lowa Breakfast Studies proved 
for young women that a basic cereal and milk breakfast 
maintained mental and physical efficiency during the 
late morning hours and that it was superior in doing so 
when compared either toa larger or smaller morning meal. 


recommended dietary allowances* and the nutritional contribution of a moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 


Cereal, dry weight—1 oz.; 

Whole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices; 
Butter—5 gm. (about I teaspoon); 
Nonfat Milk—8 oz. 














Vitamin Niacin Ascorbic 
Nutrients Calories Protein Calcium tron A Thiamine Riboflavin equiv. Acid 
Totals supplied by 
Basic Breakfast* 503 20.9 gm. 0.532 gm. 2.7 mg. S5881.U. 0.46 mg. 0.80 mg. 7.36mg. 65.5 mg. 
Recommended Dietary! 
Allowances— Women, 25 
Years (58 kg.—128 Ib.) 2300 58 gm. 0.8 gm. 12mg. SOOOLU. 1.2 mg. 1.5 mg. 17mg. 70mg. 
ty se Contributed 
by Basic Breakfast 21.9% 36.0% 66.5% 22.5% 11.8% 38.3% 53.3% 43.3% 93.6% 
*Revised 1958, Food and Nutrition Board, National 'The allowance levels are intended to cover individual 
Research Council, Washington, D.C. variations among most normal persons as they live in the 
**Coreal Institute, Inc.: Breakfast Source Book. Chicago: United States under usual environmental stresses. 
Cereal Institute, Inc., 1959 Calorie all apply to individuals usually engaged 
Watt. B.K pat Me vill, A. U Gompecoa tn moderate physical activity. For office workers or 
F tee - P tary aes x ion of others in sedentary occupations they are excessive. 
wee Raw, Processed, Prepared. U.S.D.A. Adjustments must be made for variations in body size, 
Agriculture Handbook No. 8, 1950. a8¢, physical activity, and environmental temperature. 
CEREAL INSTITUTE, INC. 


135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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“Perhaps the most cogent argument against 
he adoption of HR 4700 is that despite the 
mormous cost it would entail, and the other un- 
lesirable consequences it would engender, the 
egislation fails completely to meet the only real 
problem of financing health care costs of the aged 

that of the presently indigent aged.”—E. J. 
aulkner, in behalf of insurance industry. 

“HR 4700 proposes a logical advance in medi- 
eal services for a special group of our citizens who 
should have the right to spend their last days 
without the economic hazards of illness. Mr. 

orand cannot be commended enough for having 
brought the legislation before Congress.”—Dr. 
Frank F. Furstenberg, Baltimore allergist, repre- 
senting Americans for Democratic Action. 

“We believe that any proposal that would 
undermine or destroy the voluntary progress we 
are now making should be defeated. We believe a 
federal, compulsory health care system can lead 
only to disillusionment and to inferior medical 
care.’—Dr. Leonard Larson, trustee, American 
Medical Association. 

“In so far as it provides health insurance 

coverage for beneficiaries of old age, survivors 
and disability insurance, ANA supports HR 
4700. . . . Recognizing the many problems in- 
volved, we urge the inclusion of nursing service 
as a benefit of health insurance for beneficiaries 
of OASDI.”"—American Nurses’ Association. 
_ “We urge a delay in definitive action in the 
interest of obtaining greater experience in order 
that we may base final decisions upon the results 
of experimentation, study and research that is 
mS in process.”—American Hospital Associa- 
ion. 

“The program would not impose one pattern 
hor provide services directly. It would merely pay 
for the costs of care rendered by a wide variety of 
institutions, owned and run by many types of 
gfoups or by private doctors.” —AFL-CIO. 

(The hearings ended without a formal vote and 
he bill was “shelved” wntil 1960.) 
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EXHIBIT RESEARCH TECHNIQUES 


Last year’s attendance of more than 5,000 is 
expected to be surpassed at the ninth annual 
symposium and exhibit on medical research tech- 
niques to be held September 28-October 1 at 
National Institutes of Health in suburban Be- 
thesda, Md. 

Private practitioners are invited to attend the 
lectures and discussions and view $800,000 worth 
of equipment and devices shown by 103 manu- 
facturers. 

Specialists in their respective fields will present 
papers on serum agar methods, irradiation of 
cells in tissue culture, nuclear resonance and 
other subjects. Electromagnetophoresis will be 
the lecture topic of Dr. Alexander Kolin, Uni- 
versity of California at Los Angeles. 


PLASTIC BAG WARNING 


“Infant Care,’”’ which for many years has been 
the government’s best selling publication, is now 
being mailed to purchasers with a special insert 
—tips on prevention of tragedy due to improper 
use of plastic bags used as containers of laundry, 
dry cleaning and some foodstuffs. 

The warning notice also is being inserted by the 
Government Printing Office into copies of ‘“Your 
Child From One to Six.”’ The innovation was the 
idea of the Children’s Bureau, publisher of both 
of the guides. 


FOR U.S.—USSR CANCER EFFORT 


Whatever their political and ideologic differ- 
ences, this country and Russia can perform incal- 
culable good by a joint effort against cancer, 
according to Sen. Hubert H. Humphrey (D— 
Minn.). His expression of opinion coincided with 
the issuance of “Cancer, a Worldwide Menace,” 
a 40-page guide to international aspects of inci- 
dence and control. The publication was prepared 
for a subcommittee headed by Senator Humph- 
rey. 























“... which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.”’ 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WIuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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“Our National Cancer Institute,” he said, “has 

lortunately arranged for the translation of the 

main Soviet cancer research journal into English. 

tis sending to Russia many of our own journals. 
here has been a limited exchange of individual 
ientists. 

“In addition, chemicals to be tested against 
fancer have been exchanged. Our National Can- 
rer Institute is gladly sending to the USSR, on 
equest, samples of cancer-inducing viruses for 
tudy. m 
“Yet it was not possible for our present com- 





mittee publication to include statistics on the 
incidence of cancer in the USSR. This gap is due 
to the absence in the U.S. of any absolute figures, 
age-adjusted, on specific cancer incidence in the 
USSR. Thus far, only relative figures—giving 
percentages—have been released by Soviet 
sources. 

“In any event, I feel that Soviet scientists have 
much to contribute to the international conquest 
of cancer and that they earnestly desire to do so.” 


Also see the AMA Washington Report, page 313. 





This Year’s Mead Johnson Award Winners 
Get Certificates at Special Ceremonies 





DN JULY 1, the 20 winners of the 1959 Mead 
Johnson Awards began their respective general 
practice residencies. Since that time several chap- 
ers and hospitals have reported on special cere- 
monies at which the honorees formally received 
peneral practice residency certificates. 

Akron City Hospital, Akron, Ohio held cer- 
‘ificate ceremonies for Dr. Harold W. Hadlock on 
tsannual Postgraduate Day. With the selection 
bf Dr. Hadlock as one of this year’s winners, 

» fAkron City Hospital now has the distinction of 
having had eight Mead Johnson Award recipients 

one each year since the program was set up 
n 1952. 

In Little Rock, Ark., two ceremonies were 
held on June 30 at a meeting of the newly-formed 
Pulaski County chapter. Dr. Guy Farris, presi- 
uent-elect of the Arkansas chapter, made. the 
presentation of this year’s certificate to Dr. 
Wayne B. Glenn, one of the 20 winners an- 
nounced in San Francisco. (See cut.) 

In another ceremony, Dr. John Vinzant, a 1958 
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winner, received his certificate of completion— 
denoting that he has completed his general prac- 
tice residency. (See cut, page 285.) 

At a luncheon meeting of the Wayne County 
(Michigan) chapter, Dr. Louis R. Zako of Dear- 
born received his certificate of award to begin his 
general practice residency. The certificate was 





Certificate of Award—Dr. Wayne B. Glenn (center) 
receives his certificate of award from Dr. Guy Farris (left), 
president-elect of the Arkansas chapter. Mr. David O. Wilson 
(right) is the local representative of Mead Johnson & Com- 
pany, Evansville, Ind., donor of the award funds. 
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REGULATORS 


“Essential” fatty acids . . . arachidonic and lino- 
leic . . . and fat-soluble vitamins . . . A, D and K 
. .. can be obtained from everyday foods. These 
nutrients serve essential but obscure roles in 
maintenance of body membranes and skin. In- 
testinal absorption of calcium, mineralization of 
bone and teeth, and clotting of blood. 

From foods listed in A Guide to Good Eating, 
the “essential” fatty acids are obtained from the 
fat present in milk, cheese, ice cream, butter, 
eggs, meat, fish, poultry, nuts . . . and in larger 
amounts, from some natural fats and oils used in 
food preparation and at table. Vitamin A value 
is generously supplied by milk fat in dairy foods, 
eggs, dark green leafy vegetables, yellow vege- 
tables and fruits. 

Vitamin D . . . important for absorption and 
utilization of calcium during growth, pregnancy 
and lactation . . . is not amply provided by foods 
listed in the ““Guide” . . . unless vitamin D-forti- 
fied milk is used in recommended amounts. Vita- 
min D can be formed in the skin if it is exposed 
to sunlight or ultraviolet lamp. 

Many foods listed in the ““Guide” supply vita- 
mins E and K .. . i. e. green leafy vegetables, nuts 
and dairy foods containing milxfat. Plant oils 
used for salads or food preparation are rich in 
vitamin E. Microorganisms form vitamin K in 
the intestines. 





A GUIDE TO GOOD EATING — USE DAILy | 
DAIRY FOODS 


8to 4 glasses milk—children « 4 or more glasses— 
teenagers « 2 or more glasses—adults « Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings « Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings « tnclude dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 











When combined in well-prepared meals, foods 
selected from each of the four food groups can 
provide all of the necessary fat-soluble vitamins 
and fatty acids . . . while satisfying the tastes, 
appetites and other nutrients needs of all mem- 
bers of the family . . . young and old. 
*The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


Li 
Z\ 2 
5 





NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street * Chicago 6, Ill: 
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presented by Dr. E. C. Long, executive secretary 
fof the Michigan chapter. (See cut.) 

West Virginia likewise honored Dr. Henry P. 
Stelling at a certificate ceremony in Charleston. 
Dr. §. W. Parks, immediate past president of the 
West Virginia chapter, presented the certificate 
of award to Dr. Stelling. 

Just before Dr. Donald M. Keith, an intern 
at Minneapolis (Minnesota) General Hospital, 
began his general practice residency on the West 
Coast, he was presented his certificate of award 
by Dr. James A. Blake, executive secretary of 
the Minnesota chapter. 

During a quarterly meeting at Bryn Mawr 
(Pennsylvania) Hospital, Dr. Russell D. Snyder, 
Jr. was the honoree at a certificate of award pres- 
entation. Dr. Pauline Pritt of Norristown, presi- 
dent of the Montgomery County (Pennsylvania) 
chapter, presented the award to Dr. Snyder. 

In a special ceremony at Roxbury, Mass., Dr. 
lillian Lee-ling Chu was presented a certificate 
of award as she began her general practice resi- 
dency at New England Hospital. The presenta- 
tion was made by Dr. R. Adelaide Draper, chief 
of general practice at the hospital and a member 
of the Academy’s Mead Johnson Award Com- 
mittee the past year. (See cut.) 





Closer Liaison Planned Between AAGP 
And AMA Section on General Practice 


INORDER to maintain a closer liaison between the 
American Academy of General Practice and the 
Section on General Practice of the AMA, a stand- 
ing liaison committee has been created. It is com- 
posed of the members of the Executive Com- 
mittee of the AMA’s Section on General Prac- 
tice and Executive Committee of the Academy’ s 
Board of Directors. 

Representing the Section on General Practice 
ae Drs. Samuel A. Garlan, New York City; 
Robert L. Crawford, Lancaster, S. C.; Charles R. 
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Certificate of Completion—Ait the same meeting Arkansas’ 
President-elect Guy Farris (right) presented the certificate 
of completion to Dr. John Vinzant (center), a 1958 winner. 
Mr. David Wilson, Mead Johnson representative, looks on. 





Ceremonies in Michigan—A certificate of award is presented 
to Mead Johnson Award winner, Dr. Louis R. Zako (second 
from right) by Dr. E. Clarkson Long, executive secretary of 
the Michigan chapter. Mr. Charles Coffman (far left) and 
Mr. Jas Schuster (far right), Mead Johnson representatives, 
attended the ceremony. 





Ceremonies in Massachusetts—The honoree, Dr. Lillian 
Lee-ling Chu (right) was presented a certificate of award by 
Dr. R. Adelaide Draper (center), chief of general practice at 
New England Hospital. Mrs. Beatrice M. Bonnevie, the 
hospital administrator, was among the guests attending the 
ceremony. 
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(Ethyl-p-aminobenzoate, ASL) 
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ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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vey, Muncie, Ind.; E. I. Baumgartner, Oak- 
d, Md., and Lester D. Bibler, Indianapolis. 
The Academy’s Executive Committee is com- 
of Board Chairman Floyd C. Bratt, Treas- 
A. E. Ritt, Dr. Norman Booher and Presi- 
ent-elect John Walsh. 

Aspecial ad hoc committee has been created by 
joint action of the Executive Committee of the 
tion on General Practice of the AMA and the 
cademy’s Board of Directors to pursue studies 
concerning proposals for a certifying board for 
general practice. Representing the Academy on 
this ad hoc committee are Drs. John Lindsay, of 
Nashville, Tenn., chairman of the AAGP Com- 
mission on Education; Carroll Andrews, Sonoma, 
Calif., and Louis Rittelmeyer, Jackson, Miss. 
The section representatives on the special com- 
mittee are Drs. Charles McArthur of Olympia, 
Wash., Lester D. Bibler and George Thorpe, 
Wichita, Kan. 












American Association of Medical Assistants 
Has New National Headquarters in Chicago 


NEw national headquarters for the American As- 
sociation of Medical Assistants is now at 510 
North Dearborn Street, Chicago, Ill. Mrs. Stella 
Thurnau of Elgin, Ill., formerly with the AMA 
in Chicago, has been employed as executive sec- 
retary for the AAMA. 

The association, which has a growing member- 
ship of over 8,000 nurses, technologists, medical 
secretaries and “girl Fridays,” was organized na- 
tionally only three years ago. Its objective has 

to improve job skills and doctor-patient re- 
lations so as to provide better services to both 
M.D.’s and their patients. 

It is felt that establishing national head- 
quarters will greatly facilitate and centralize 
membership records and membership campaigns 
among the 21 state chapters and seven states 
where there are members-at-large. 
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Officers for the group include Mrs. Lucille 
Swearingen, Bartlesville, Okla., president; Mrs. 
Virginia Dougherty, Philadelphia, vice president; 
Mrs. Marion Little, Cedar Rapids, Ia., president- 
elect; Miss Lois Pluckhan, Madison, Wis., secre- 
tary, and Mrs. Juanita Ainsworth, Dallas, Tex., 
treasurer. 

Among the advisors to the association are 
Academy Members John W. Rice from Jackson, 
Mich. and Fred Sternagel from West Des Moines, 
Ia. Other advisors are: Drs. M. O. Rouse, M. E. 
Smernoff, R. A. Royster, R. L. Schaeffer, F. H. 
Falls, S. H. Smith and Leo J. Starry. 


Academy Members Are Popular Choices 
For State Medical Society Presidents 


SLIGHTLY more than 45 per cent of the current 
presidents, past presidents and presidents-elect 
of this country’s state medical societies are Acad- 
emy members. Based on pre-summer listings, 23 
of the 51-constituent medical associations have, 
have had or will have AAGP members at the 
helm within the year. 

Of the ten presidents, two of them are former 
presidents of the American Academy of General 
Practice—Dr. U. R. Bryner of Utah and Dr. 
William B. Hildebrand of Wisconsin. 

The other members who are now state presi- 
dents are: Drs. James M. Kolb of Arkansas, T. 
Eric Reynolds of California, Toru Nishigaya of 
Hawaii, G. B. Saltonstall of Michigan, Ralph 
Perry of Missouri, Alfred T. Baker of Oklahoma, 
Harmon L. Monroe of Tennessee and Wayne 
Griffith of Vermont. 

Immediate past presidents include Academy 
Members William H. Whitehead of Alaska, Wil- 
liam N. Bergin of Hawaii, Guy T. Vise of Missis- 
sippi, Fay Smith of Nebraska, James C. Sedg- 
wick of New Mexico, G. A. Woodhouse of Ohio, 
E. C. Mohler of Oklahoma and R. L. Crawford of 
South Carolina. 
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In depression 


PROMPTLY IMPROVES MOOD 
without excitation 


‘Deprol* 





COM PAR E: 












































CONTROL OF | STIMULANT | SEDATIVE AMINE. 
OXIDASE | 4 4 
SYMPTOMS DRUGS | DRUGS INHIBITORS Deprol 
sadness, an 
cee EFFECTIVE | NO EFFECT | EFFECTIVE EFFECTIVE 
insomnia AIFFECT: EFFECTIVE NOFFECT EFFECTIVE 
: ADVERSE | NO DIRECT | ‘| NODIRECT 
anorexia EF EFFECT EFFECTIV. E EFFECT 
Mlardates | EFFECTIVE | ADVERSE | perective | EFFECTIVE 
SIDE EFFECTS: : 
sparen yes ves mo ro 
toxicity low low yes low 
agitation yes no yes no 
—_— yes : no no no 
drowsiness no yes no yes 
(WALLACE LABORATORIES - New Brunswick, N. J. 
Trrave-manx 
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“Deprol* 
DOSAGE: 


Usual starting 
dose is 1 tablet 
q.i.d. When 
necessary, this 
may be gradually 
increased up to 
3 tablets q.i.d. 


“Deprol* 
COMPOSITION: 


Each light-pink, 
scored tablet 
contains 1 mg. 
2-diethylamino- 
ethyl benzilate 
hydrochloride 
(benactyzine HCl) 
and 400 mg. 
meprobamate. 


©0-8770 
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News 


At least five of the new presidents-elect are 
also AAGP members. They are Dr. Leo Wachtel 
of Florida, Dr. Amos Johnson of North Carolina, 
Dr. O. B. Owens of Louisiana, Dr. E. D. Sorenson 
of Wisconsin and Dr. Edwin H. Artman of Ohio. 


Dr. Simonton Reports to AAGP on Medical 
Rehabilitation Consultants’ Meeting 


Dr. FRED H. SIMONTON of Chickamauga, Ga. 
represented the Academy at a recent meeting of 
the Special Consultants in Restorative Services— 
Medical Rehabilitation in Washington, D. C. 
where progress reports were made gn various 
national committees and projects. 

The federally-appointed consultants present 
included Dr. Michael M. Dacso, Dr. Philip R. 
Lee, Dr. Gordon M. Martin, Dr. Charles D. 
Shields, Dr. Frederick C. Swartz, Dr. Wilfred D. 
David and Dr. Simonton. Dr. David, who is chief 
of the Chronic Disease Program, presided. Also 
present was a representative of the Bureau of 
State Services, Dr. Frederick J. Brady. 

In his report to the Academy’s Board of Di- 
rectors, Dr. Simonton said that another meeting 
of this type is planned sometime later this month. 

Reporting on the Washington meeting Dr. 
Simonton said that Dr. Swartz, who represented 
the AMA’s Committee on Aging, outlined recent 
activities and the information accumulated from 
several national meetings. In the discussion which 
followed, Dr. Swartz indicated that the Joint 
Council to Improve the Health Care of the Aged 
was encouraging the formation of counterpart 
councils at state (and local) levels with the objec- 
tive of stimulating medical, dental, hospital and 
nursing home activity at the grass roots level. 

Of great interest to the group was Dr. Dacso’s 
report that the National Committee on Aging 
has established a Committee on International 
Relations for the purpose of stimulating exchange 
of information among various countries. 
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Ralph Perry, M.D. 
Dr. Ralph Perry of Kan 
sas City, Mo. is another 
Academy member who has 
the honor of heading his 
state’s medical society this 
year. He was installed in 
April as president of the 
Missouri State Medical 
Association. 


















While the group was commenting on Dr. 
Dacso’s report, plans and developments for the 
future White House Conference on Aging in 1961 
were also mentioned. Some 17 sections are to be 
organized, with a special section on health pro- 
motion and medical care, to be a staff responsi- 
bility of the Public Health Service. Another sec- 
tion will be concerned with rehabilitation in which 
vocational and nonvocational aspects are to be 
considered. This section will be developed by and 
will also be the responsibility of the Office of Vo- 
cational Rehabilitation. 

In light of these proposed developments, Dr. 
Shields made the following recommendation: 

“The Special Consultants in Restorative Ser- 
vices—Medical Rehabilitation having been in- 
formed of the current plans for the White House 
Conference on Aging and of the creation of a 
section on rehabilitation which is to consider 
vocational and nonvocational aspects of rehabili- 
tation, urge the Surgeon General to express the 
interest of the Public Health Service in the crea- 
tion of a section which might consider the aspects 
of medical rehabilitation, and that the Public 
Health Service be given staff responsibility for 
such a section.” 

In explanation of his proposal, Dr. Shields said 
that the proceedings of the forthcoming White 
House Conference would have an important in- 
fluence on future trends in the field of rehabili- 
tation. He felt that the medical goals were of 
such importance that they should be coordinated 
by the Public Health Service, inasmuch as the 
Public Health Service might more effectively 
involve state and local health departments, or- 
ganized medicine and voluntary health agencies. 

The motion was unanimously approved by the 
group. 

Continuing interest in the booklet “Strike 
Back at Stroke” (See “‘Editorials,”” March, 1959 
GP) was reported at the meeting. Some 100,000 
copies of the booklet have been sold and distrib- 
uted. 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


‘MIGRAL 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL!’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 


Each sugar-coated ‘MIGRAL/’ tablet provides: 


eee RR a ae 1 mg. 
‘Marezine”® brand Cyclizine. Hydrochloride. ....... 25 mg. 
SND. So abv non nn s pi ceebones < badbods bu 50 mg. 


In bottles of 20 and 100 tablets. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Because of the popularity of this booklet, the 
consultants learned that the Arthritis and Rheu- 
matism Foundation has expressed an interest in 
collaborating with the Public Health Service in 
the development of a similar-type pamphlet for 
the arthritic patient. 

This proposed development also won the 
group’s endorsement. 

Among several aspects of the over-all rehabili- 
tative program which Dr. Simonton reported was 
one telling of negotiations being conducted by the 
California State Health Department for sponsor- 
ship of an area conference on rehabilitation. The 
conference, to be held this month, will emphasize 
the preventive aspects of controlling disability 
and will be somewhat similar to the one held in 
Peoria, Ill. a year ago. 


Reports on nursing homes, the occupational 
health program, the accident prevention program 
and the heart disease control program were also 
heard by the consultants during their meeting. 


AMA Resolution Asks That State Laws 
Be Modernized Concerning Autopsies 


A RESOLUTION adopted at the recent AMA meet- 
ing in Atlantic City may pave the way for mod- 
ernization of various state laws which deal with 
dead human bodies. 

At present there are legal barriers in some 
states which keep autopsies from being per- 
formed. In considering the resolution, the AMA 
House of Delegates recognized that autopsies are 








Return Hawaiian Hospitality—The Academy’s Board of 
Directors was host at a dinner in Atlantic City compliment- 
ing three Hawaii chapter members who were there attending 
the AMA meeting. The dinner was in appreciation of the 
gracious hospitality extended during the recent Invitational 
Scientific Congress in Honolulu. Shown (starting far left and 
going clockwise around the table) are Treasurer Albert Ritt, 
Dr. R. Varian Sloan of Honolulu, Mrs. Mac F. Cahal, Vice 
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Speaker Carroll Witten, Dr. James Perkins, Mrs. John 
Lindsay, Dr. John O. Milligan, Mrs. Witten, Dr. Homer 
Benson of Honolulu, Executive Director Mac Cahal, Mrs. 
Sloan, Board Chairman Floyd C. Bratt, Dr. Toru Nishigaya 
of Honolulu, Miss Carolyn Cahal, Mr. William Cahal, Miss 
Helen Cobb, Dr. John P. Lindsay, Dr. Herbert W. Salter, 
President-elect John G. Walsh, Mrs. Bratt, Dr. Malcom E. 
Phelps and Mrs. Benson. 
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PHOSPHORUS-FREE, HIGH-POTENCY 
DRY-FILL CAPSULES WITH “BUILT-IN” 


" 
ANTIANEMIA FACTORS Guts 
Gabheor LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 
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essential to proper medical education and prac- 
ticee and are necessary for the study of disease, 
the welfare of the public and for proper accredita- 
tion of hospitals. 

The adopted resolution asked the House of 
Delegates to instruct the appropriate officers, 
committees or councils to initiate and implement 
efforts to modernize state laws so that patholo- 
gists, coroners and medical examiners will not be 
in conflict with the law in the several states when 
they seek to do autopsies. 

To effect such a change, the resolution points 
out that the public must be informed of the ne- 
cessity and advantages of laws authorizing prop- 
erly performed autopsies with removal of tissues 
for study. 

The public should realize too that such laws 
also might well authorize tissue removal for eye 
banks, aorta banks, etc. 


Nearly 8,000 New Doctors Licensed 
In 1958; Net Physician Gain 4,109 


LAST YEAR 7,809 new doctors were licensed to 
practice medicine in the United States, according 
toa report from the American Medical Associa- 
tion’s Council on Medical Education and Hos- 
pitals. 

However, because of the deaths of 3,700 phy- 
sicians, this number was reduced to a 4,109 gain 
in the doctor population. 

Of the new doctors, those licensed in this coun- 
try through written examinations numbered 
6,155 and those through endorsement of creden- 
tials, 1,654. 

The number of new licenses issued on the basis 
of geographic areas were: New England, 470; 
East North Central, 1,447; Middle Atlantic, 
1,708; West North Central, 784; South Atlantic, 
1184; East South Central, 446; West South 
Central, 748; Mountain, 129; Pacific, 790 and 
territories and possessions, 103. 
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Blue Cross Proposed Merit-Rating 
And Rate Increases Hit Snags in East 


BLUE CROSS rate increases and a proposed merit- 
rating program in the East have encountered con- 
siderable opposition in the New York City and 
Philadelphia areas. 

In Pennsylvania, the Philadelphia County 
Medical Society opposes the merit-rating pro- 
gram largely because it believes the system will 
discourage patients from seeking an early cure. 

Under the merit-rating plan, Blue Cross group 
subscribers would have their rates raised or low- 
ered depending on hospitalization used by their 
group in a year’s period. 

The Philadelphia County Medical Society, 
through its president, Dr. A. Reynolds Crane, 
points out that the plan may have merit from a 
purely economic point of view but that the fol- 
lowing aspects have been overlooked: 

1. It places the penalty and greatest burden on 
those who can least afford it, since the sick person 
has frequently already suffered loss of income 
and earning power. 

2. It will discourage persons from submitting 
to early treatment because they face an increase 
in their insurance rate and if they submit to hos- 
pitalization, they will incur the il] will of fellow 
workers whose insurance rate will also increase. 

3. It will unfavorably affect their desirability 
as employees. 

4. It will discourage the employer now favor- 
ably disposed to the employment of the handi- 
capped because of the increased rate to which he 
or his employees may be subjected. 

In a letter to the Pennsylvania State Insurance 
Commissioner, the society asked that approval 
be deterred until such time as the effect of other 
measures taken for the benefit of Blue Cross can 
be effectively evaluated. 

A medical society spokesman said the measures 
referred to were the work of a special committee 
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METRAZOL 


reactivates the geriatric patient 


MEDRAZOL 


reactivates the convalescent 


MEITRAZOL 


reactivates the fatigued 





for the geriatric patient 


— 2 tablets or teaspoonfuls, three times daily. 
dosage 
for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg: vitamin C. 





METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 





packaging KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid 
Gahan tiie. Gamera UE ede see (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 
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of 35 doctors named last year to check on 
hospital admissions and report to Blue Cross 
whether or not they believed a given subscriber’s 
hospital admission was justified and whether his 
hospital stay was overly long. 

The matter of rate increases in New York 
drew arguments from many segments of the 
public. Most vociferous were spokesmen for labor 
unions, pension funds and civic organizations. 

Late in May, New York Blue Cross (Associ- 
ated Hospital Service of New York, Inc.) pre- 
sented its case for increases averaging 34.2 per 
cent in the premiums it collects which cover over 
seven million persons. 

Mr. Charles Garside, chairman of the non- 
profit plan, said that despite last year’s 22.3 per 
cent increase in Blue Cross premiums, they 
were insufficient by more than $5 million in the 
first quarter of this year to meet operating and 
legal reserve requirements. He was supported by 
79 voluntary hospitals which reported that 48 
of them indicated a 12 per cent increase in 1959 
over 1958 for salaries alone. 


Academy Member Kazan Has Booming 
Practice in Pioneer Desert Town 


It’s BEEN almost two years since Academy Mem- 
ber Ivan W. Kazan moved to the Arizona desert 
town of Page. His medical practice in this town 
on wheels (entire population of 4,000 live in 1,200 
trailers) made news—probably because he hung 
his shingle on a 10-foot-wide trailer. 

Page was no ordinary town—it had been born 
a a result of the construction of the Glen 
Canyon Dam on the Colorado River. The 1,000 
workers who labored under the desert sun fre- 
quently suffered heat prostration and industrial 
trauma. ' 

Dr. Kazan, responding to the desperate need 
for a doctor, left his wife and two children in 
Boulder City, Nev. for a month, while he opened 
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up his new trailer-office. The living room was con- 
verted into a waiting room, the kitchen into a 
laboratory and one of the two bedrooms into an 
examining room. 

When his family arrived, even with the addi- 
tion of another trailer, facilities were crowded. 
Dr. Kazan’s practice grew rapidly—obstetric, 
gynecologic and pediatric cases caused his 
practice to boom. 

Handling an average of 70 office visits a day, 
Dr. Kazan managed to open an office in a com- 
mercial building but he was still faced with the 
lack of a place to do surgery. 

Dr. Kazan recently triumphed over this prob- 
lem with the construction of a 25-bed hospital 
built under a government contract by Merritt- 
Chapman & Scott, builders of the dam. 

The booming practice has meant long hours— 
8 A.M. to 10 P.M. Dr. Kazan confides that another 
physician will be most welcome in Page. 

Dr. Kazan, a 1950 graduate of the University 
of Southern California School of Medicine, was 
enrolled as a member of the Academy in 1955. 
He worked in a clinic in Boulder City for two 
years before moving to Page. 
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“And you understand the prognosis, of course, that Mrs. 
Jack Spratt merely endeavored to obtain a high protein and 
caloric diet which was undoubtedly due to an uncorrected 
vitamin B deficiency. . .”’ 
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in Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. ‘‘No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 








{antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) | 


tips the balance for superior results 


(},)uithnep LABORATORIES 
1. Hodges, F.T.: New York 18, N.Y. 
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Medical News in Small Doses: 










ACADEMY representatives to the White Hou 
Conference on Children and Youth next year wi 
be Dr. Thomas Blake of St. Albans, W. Va. an 
Dr. Louis Bush of New York. Dr. Daryl Harve; 
of Glasgow, Ky., is serving on the executive com 
mittee for the conference . . . Former AAGP vi 
president, Dr. Charles Cooper of St. Paul, Minn. 
will represent the Academy on a committee wit 
the * Joint Commission on Accreditation o 
Hospitals to study changes in standards pertain 
ing to use of beds in obstetric units . . . Dr. 
Logan T. Robertson of Asheville, N. C. is chair- 
man of the Academy’s new Committee on Indus- 
trial Health which will work in close liaison with 
the AMA Council on Industrial Medicine . 

AAGP Treasurer Albert Ritt has been elected a 
delegate to the AMA from Minnesota .. . Cali- 
fornia chapter president-elect, Dr. Leon O. Desi- 
mone, has been elected a fellow of the Industrial 
Medical Association . . . A Texas member, Dr. Sa 
G. W. Cleveland of Austin, has been named af: ! 
member of the General Advisory Committee for 
the University of Texas Hospital-Community},,. , 
Project. The advisory committee is to furnish} jy 
informal guidance on the problems of medicalf 15-1; 
administration encountered by the project inf ™é 
studying leadership in hospital development . . . 
Wisconsin Chapter President David N. Gold-f 5, 
stein now has the position of editorial director of f9-2 
the Wisconsin Medical Journal, official monthly} Ne 
publication of the state medical society . . . On} +2 
August 31, Maj. Gen. Silas B. Hays, former}, ™ 
Surgeon-General of the United States Army, Hi 
took over as director of the Eastern Area Blood f+. ; 
Program of American Red Cross... New Pharm-} ob 
aceutical Manufacturers Association president, | bi 
Dr. Austin Smith, has also been selected as 
president of Health News Institute. The active net 
operational head of the organization is Chet] ,, 
Shaw, executive vice president. m 
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inued from page 19 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


OCTOBER 

8-9: Tennessee chapter, annual meeting, Hermitage Hotel, 
Nashville. 

8-14: Columbia University School of Medicine, course on 

conduct of labor and delivery, St. Luke’s Hospital, New 

York City. ($3 hrs.) 

#10: Connecticut chapter, scientific symposium, Hotel Stat- 
ler Hilton, Hartford. 

10-11: Maryland chapter, annual meeting, Carvel Hall, 
Annapolis. 

12-15: California chapter, annual meeting, Hotel Statler, 
Los Angeles. (13 hrs.) 

13-15: Wisconsin chapter, et al., circuit teaching program, 
Green Bay, Ashland and Wisconsin Rapids. (4 hrs. ictal) 

14-15: Arkansas chapter, annual meeting, Skyway-La- 
fayette Hotel, Little Rock. 

14-15: Georgia chapter, annual meeting, Manger Hotel, 
Dr.f Savannah. 

»d af’lé: Delaware County (Pennsylvania) chapter, one-day 

. for symposium on pediatrics-geriatrics, Fairacres Home for 

the Indigent, Lima. (4 hrs.) 

. ’ #15: North Carolina chapter, annual meeting, Sedgefield 

nish Inn, Greensboro. 

lical f 15-17: Academy of Psychosomatic Medicine, sixth annual 

+ inf meeting, Sheraton-Cleveland Hotel, Cleveland, Ohio. 

val “16-18: West Virginia chapter, Potomac-Shenandeah Val- 

old- ley postgraduate institute, Shenandoah Hotel, Martins- 

burg. (15 hrs.) 

"19-21: New York chapter, annual meeting, Biltmore Hotel, 

thly§ New York City. (14% hrs.) 

On § 18-23: American Public Health Association, 87th annual 

mer § meeting, Convention Hall, Atlantic City, N. J. 

"20-22: Louisiana chapter, 13th annual meeting, Capitol 
od House, Baton Rouge. (11 hrs.) 

0 ‘21: Bucks County (Pennsylvania) chapter, symposium on 

rm-§ obstetrics and gynecology, Lower Bucks County Hos- 

ent, § pital, Bristol. (6 hrs.) 
as ‘21: Franklin County (Ohio) chapter, annual clinic day, 

five Ohio Veterans Memorial Building, Columbus. (4 hrs.) 

"21: Seton Hall College of Medicine and Dentistry, one-day 


het Postgraduate seminar on endocrinology and internal 
medicine, St. Francis Hospital, Trenton, N. J. (8 hrs.) 
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*22 and 24: Alabama chapter, Gulf Coast Clinical Society, 
Admiral Semmes Hotel, Mobile. (9 hrs.) 

*22-Nov. 4: New York chapter, second scientific program 
cruise to West Indies, 1244 day-cruise aboard M. S. 
Kungsholm, sailing from New York City on Oct. 22. 
(29 hrs.) 

23-27: American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade 
and Convention Center, Philadelphia. 

*26-28: Oklahoma City (Oklahoma) district chapter and 
Oklahoma City Clinical Society, 29th annual fall confer- 
ence, Biltmore Hotel, Oklahoma City. (18 hrs.) 

*28: St. Louis (Missouri) chapter and St. Louis County 
Medical Society, course on the role of the general prac- 
titioner in the modern hospital, St. Louis County Hos- 
pital Auditorium, St. Louis. (114 hrs.) 

*28-29: Minnesota chapter, annual meeting, Hotel Leam- 
ington, Minneapolis. 

*28-30: Colorado chapter, annual meeting, Brown Palace 
West, Denver. 

*29-31: Florida chapter, annual scientific meeting, Seville 
Hotel, Miami Beach. 


NOVEMBER 


2-4: Association of American Medical Colleges, meeting, 
Edgewater Beach Hotel, Chicago. 

*2-5: University of Nebraska and Creighton University 
School of Medicine, Omaha Mid-West Clinical Society 
meeting, Civic Auditorium, Omaha. (33% hrs.) 

*4-16: North Carolina chapter and Bowman Gray School 
of Medicine, medical seminar cruise, on board M. S. 
Stockholm. (25 hrs.) 

*7: Kansas chapter, symposium on diagnosis of traumatic 
conditions, Broadview Hotel, Wichita. (5 hrs.) 

*7-8: Missouri chapter, annual meeting, Chase Hotel, 
St. Louis. 

*9-12: Illinois chapter, annual meeting, Morrison Hotel, 
Chicago. (10 hrs.) 

*10-12: Michigan chapter, annual meeting, Sheraton 
Cadillac Hotel, Detroit. (11 hrs.) 

16-19: Southern Medical Association, 53rd annual meet- 
ing, Atlanta, Ga. 

*19-21: Duke University School of Medicine, first annual 
conference on gerontology, Page Auditorium, Duke 
University, Durham, N. C. (15 hrs.) 

*20-21: North Dakota chapter, annual meeting, Lewis and 
Clark Hotel, Mandan. 


DECEMBER 


1-4: American Medical Association, 1959 clinical meeting, 
Dallas, Tex. 


297 





ew 
epeene)| 
(eroverae| 
control 


\ 





NOW AVAILABLE: 


2/2673M8-1 


Tessalon controls cough in the chest; 
controls cough at the ‘cough center’”’ in 
the medulla; thins sputum; increases 
vital capacity and ventilation; improves 
exercise tolerance; relieves dyspnea. 
Exceptionally safe, too, since it is 
nonnarcotic and has no adverse effects on 
respiration, kidney or liver function. 


Tessalon Perles 


Perle form provides extra advantages. 
It is tasteless—no gagging or 


problem of palatability with finicky tastes. 


No chance of under-dosage due to 
spoon-losses; no chance of over-dosage 
due to “making up” for spillage. 


AVERAGE DOSAGE: 

Adults and children over 10: 
One 100-mg. Perle t.i.d. 
Children under 10: One 50-mg. 
Pediatric Perle t.i.d. 








SUPPLIED: 
Perles, 100 mg. (yellow) 
and Pediatric Perles, 50 mg. (red). 


TESSALON® (benzonatate c1Ba) 





Tessalon Ampuls, 1 ml., each containing 
5 mg.—for use when immediate antitussive 
effect is desired (as in bronchoscopy, 


bronchography or after thoracic surgery): 














News from the State Chapters 


DR. WALTER E. HAYES of Cranston was recently 
nstalled as new president of Rhode Island chap- 
rr at their annual meeting in Providence. (See 

.) Dr. Hayes succeeds Dr. Alphonse R. Cardi 
of Cranston, immediate past president. 

Other officers elected at the combined social 
and business meeting on April 25 were: Dr. 
Frank C. Jadosz of Cranston, president-elect; 
Dr. Martin J. O’Brien of Wickford, vice presi- 
dent, and Dr. Richard J. Kraemer of Warwick, 
secretary-treasurer. 

A review of the chapter’s activities for the past 
year was given during the evening meeting at the 
Sheraton-Biltmore Hotel. 

The Deputy Director of Health in the State of 
Rhode Island and the banquet guest speaker, Dr. 
James P. Deery, spoke to the group on various 
aspects of the social security program relating to 
medical practices. 

The chapter’s national delegates, Drs. Peter 
(. H. Erinakes and Paul E. Barber, both of 
Warwick, reported on the activities of the San 
Francisco Assembly. 

With an over-all attendance of 35 per cent of 
the Rhode Island membership at the meeting, 
officers anticipate a vigorous membership cam- 
paign in the near future. 

Recently-appointed executive secretary of the 

Rhode Island group is Mrs. Madeline Flanigan 
of 681 Nanquid Drive, Warwick. 
® All previous attendance records were broken at 
the ninth annual Virginia chapter meeting, May 
1-10 in Richmond. The total registration stood at 
308, representing 63 per cent of the chapter’s 
members. 
New officers elected during the four-day ses- 
sion were installed at the annual business meeting 
and luncheon by the Rev. Robert M. Olton of 
Richmond. (See cut.) 

Dr. Fletcher J. Wright, Jr., Petersburg, was 
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‘ =. ™ po ~ "ie J 
Rhode Island Foursome— Three of the newly-installed officers 
of the Rhode Island chapter are shown at their recent annual 
meeting at the Sheraton-Biltmore Hotel in Providence. From 
left to right they are: Dr. Walter E. Hayes, president; 
Dr. Richard J. Kraemer (standing), secretary-treasurer; 
Dr. Alphonse R. Cardi, immediate past president, and 
Dr. Frank C. Jadosz (standing), president-elect. Not shown 
is Dr. Martin J. O’Brien, newly-elected vice president. 





Official Transfer— With the transfer of the gavel during the 
installation ceremony, Dr. Fletcher J. Wright, Jr. (right) be- 
came president of Virginia chapter at its annual meeting. 
Handing over the symbol of office is Dr. W. Linwood Ball, 
immediate past president (left), while the installing officer, the 
Rev. Robert M. Olton, looks on. Also observing is Dr. Rufus 
Brittain, another past president of the Virginia chapter. 
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- BUTIBEL 


antispasmodic-sedative 


puts the “jumpy,” nervous g.i. tract back on schedule- 
with its regulative antispasmodic-sedative action. 


BUTIBEL brings relief through the non-cumulative sedation of 15 mg. 
BUTISOL Sodium® butabarbital sodium combined with the 
antispasmodic action of natural extract of belladonna 15 mg. (per tablet 
or 5 cc.)—each ingredient having approximately 

the same duration of action. 


BUTIBEL Tablets « Elixir « Prestabs® Butibel R-A 
(Repeat Action Tablets) 


AY CoS OF BF nccrvei raboratories, Inc.° Philadelphia 32, Pa. 
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installed as chapter president, succeeding Dr. W. 
Linwood Ball, Richmond, outgoing president. 
Other new officers (see cut) include: Dr. Boyd H. 
Payne of Staunton, president-elect; Dr. William 
J. Hagood, Jr. of Clover, vice president; Dr. 
Irwin Rifkin of Richmond, treasurer, and Dr. 
Samuel F. Driver of Roanoke, secretary. 

Dr. J. Langdon Moss of Richmond was elected 
to the board as third district director; Dr. John 
Wyatt Davis, Jr. of Lynchburg became a board 
member as sixth district director; Dr. W. Fredric 
Delp of Pulaski was elected to the board as ninth 
district director and Dr. Wallace E. Baker of 
Alexandria was selected a board member as 
director of the tenth district. 

All available commercial booth spaces were 
sold for the meeting, with a total of 61 technical 
exhibits—more than at any previous meeting. 
Requests for additional scientific exhibits had to 
be turned down because of lack of space. 

A first place certificate of award was presented 
to Dr. Claude C. Coleman, Jr. of the University 
of Virginia Hospital, for his scientific exhibit 
entitled “‘Cancer of the Face and Mouth.” Second 
place scientific exhibit winner was Dr. William F. 
Schmidt of Norton, for his display, “Soft Coal 
Workers’ Disease.” (See cut.) 

Guest speaker for the annual banquet and 
dance was Mr. T. Coleman Andrews of Rich- 
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Elected at Virginia Meeting— New officers selected at Vir- 































ginia chapter’s ninth annual meeting are, left to right: 
Drs. John Wyatt Davis, Jr., board member; W. Fredric Delp, 
board member; Boyd H. Payne, president-elect; Fletcher J. 
Wright, Jr., president; William J. Hagood, Jr., vice president; 
Samuel F. Driver, secretary; J. Langdon Moss, board mem- 
ber, and Irwin Rifkin, treasurer. 


Prize-Winning Exhibit— Winner of the second place certifi- 
cate at the recent Virginia session was this scientific exhibit 
entitled “Soft Coal Workers’ Disease.” Dr. W. F. Schmidt, 
right, is shown here explaining his exhibit to Dr. C. E. Swecker, 
(left to right) Mr. R. H. Ryckman and Dr. L. W. Hulley. 
Dr. Hulley was a co-chairman of the scientific exhibits for 
the four-day meeting. 





301 





302 








CODEINE 


A STANDARD ANALGESIC AND ANTITUSSIVE 


Volume XX, Number 3 








Wa 
Gal 


GP {Gl 








a & 
V7 






esidential Candidate Speaks— Mr. T. Coleman Andrews 
ft), Independent candidate for President of the United 
lates in 1956, was the guest speaker at the annual banquet 
the Virginia chapter in Richmond. Dr. W. Linwood Ball, 
going chapter president (right) is shown congratulating 
r. Andrews following his presentation. Dr. W. C. Gill, Jr., 
co-chairman of the meeting, is shown in the center. 







ond, who spoke on “‘Wasteful Spending, Con- 
seatory Taxation and Inflation Are Not Laugh- 
ng Matters.” (See cuts.) Entertainment for the 
vening was provided by the Witt Jennings 
Drehestra. 

Date for Virginia chapter’s tenth annual meet- 
ng was set for May 12-15, 1960, at Virginia 
Beach. 

Results of the election of officers at Washington 
hapter’s seventh annual meeting placed Dr. 
A hur L. Ludwick of Wenatchee in a key posi- 
lon as new president-elect. 

Dr. John C. Ely of Opportunity (see cut, page 
05) was installed as president at the banquet 
during the May 10-18 meeting in Longview. He 
succeeds Dr. H. Dewey Fritz of Cathlamet. 

Other officers selected include: Drs. Arthur B. 
Watts, Bellingham, vice president; John E. 
Gahringer, Jr., Wenatchee, secretary-treasurer; 
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“Old Dominion” Members Gather—The ballroom of the 
Hotel Jefferson in Richmond was the setting for Virginia’s 
annual banquet and dance. A portion of the record-breaking 
crowd which attended the session are shown here. Music for 
the evening was provided by Witt Jennings Orchestra. 


Edward J. LaLonde, Vancouver, assistant secre- 
tary-treasurer, and Lawrence M. Wilson, Olym- 
pia, speaker of the house. National delegates are 
Dr. Erroll W. Rawson of Seattle and Dr. John C. 
Ely. Their alternates are Dr. Charles McArthur 
of Olympia and Dr. Louis S. Dewey of Okanogan. 

General chairman for the four-day meeting, 
held in the Monticello Hotel, was Dr. William A. 
Johnson of Longview. The host was the South- 
west Washington chapter, headed by Dr. Donald 
W. Nelson of Vancouver. (See cut, page 305.) 

A total attendance of 288 registered for the 
meeting, with 158 representing physicians. There 
were 53 technical and scientific exhibitors and 77 
wives and guests. 

Medical authorities who appeared on the pro- 
gram, and their topics, were: Dr. Delbert F. 
Small, Spokane, Wash., “Before the Anesthesia 
Starts’; Dr. Robert N. Rutherford, Seattle, 
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Treatment of choice to suppress lactation.' Clinicians? have named 
TACE “,.. the most satisfactory drug for use at delivery in the suppression 
of lactation.” 
Re-engorgement almost never occurs. In over 3,000 patients studied,!* 
only 3 cases of refilling were reported. 
Withdrawal bleeding rare,’ because TACE, stored in body fat, is re- 
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Wash., “Psychometric Testing in Office Prac- 
ice’ and “Vaginal Hysterectomy and Anterior 
pnd Posterior Colporrhaphy and Perineorrha- 
phy”; Dr. Russell R. de Alvarez, Seattle, 
“Third Trimester Obstetric Problems” and Dr. 
enneth C. Swan, Portland, Ore., “(Emergency 
are of Severe Ocular Injuries.” 
Following a luncheon, at which Dr. Bernard P. 
iHarpole, Portland, spoke on the “‘Rising Tide of 
General Practice in the Northwest,” there were 
several afternoon scientific presentations. They 
were: Dr. Edmund F. Foley, Chicago, “Medical 
Advances of Particular Interest to the General 
Practitioner,”’ “The Physician’s Responsibility to 
a Patient with Heart Disease” and “Fever of 
Undetermined Origin”; Dr. James E. Stroh, 
Seattle, “Your Allergic Patient’; Dr. Floyd E. 
Neff, Compton, Calif., “A New Approach to 
Diagnosis and Treatment of Persistent Low Back 
Pain Disability” and Dr. Erroll W. Rawson, 
Seattle, “Pigmented Lesions of the Skin.” 

Second-day scientific speakers were: Dr. George 
Saslow, Portland, “Family Problems and the 
Family Physician’; Dr. N. Frederick Hicken, 
Salt Lake City, Utah, ‘Diagnosis and Manage- 
ment of Abdominal Injuries,” “Hernia Repair’ 
and “Tumors of the Neck’”’; Dr. Dean K. Crys- 
tal, Seattle, “Anatomy, Physiology and Diagno- 
sis of Congenital Heart Lesions’ and Dr. Thomas 
Taylor White, Seattle, “Diseases of the Breast.” 

The concluding scientific presentation was a 
panel on “Practical Applications of Hypnotism.” 
Dr. Seymour Hershman, Chicago, was chairman 
of the panel which also included Dr. Maurice E. 
Bryant, Colfax, Wash., and Dr. Milton H. 
Erickson, Phoenix, Ariz. 

Luncheon speaker for the second day was Dr. 
Andrew Tomb, Victoria, Tex., whose topic was 
“The Necessity for Psychiatric Alertness o on the 
Part of the Family Physician.” 

Two banquets were held during the meeting. 
At the first one Dr. Robert N. Rutherford and 
Mr. John Williams, M.A., of Seattle spoke on 
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“Teenage Sex Education.”” At the second, in- 
stallation of officers was held with incoming and 
outgoing officers speaking. Special entertainment 
followed the installation. 

The ladies’ activities included luncheons, 
bridge, a scenic tour and a special showing of an 
art display. 

Washington chapter’s next annual meeting 
will be August 4—7 next year, at which time the 
group will also play host for the second North- 





Northwestern Trio—The Washington chapter recently held 
its seventh annual meeting in Longview, at which Dr. John C. 
Ely of Opportunity, right, was installed as president. Among 
the special guests who attended were, left, Dr. Bernard P. 
Harpole, guest speaker from Portland, Ore., and Dr. Robert 
H. Tinker, Portland, president of the Oregon chapter. 





Behind the Scenes—Chatting behind the scenes during Wash- 
ington chapter’s annual meeting were these three members 
and a guest speaker, Dr. Robert N. Rutherford (right). From 
left to right, Dr. Donald W. Nelson Vancouver, president of 
the host group, Southwest Washington chapter; Dr. Lynn A. 
Hamilton, Longview, chairman of exhibitors; Dr. William A. 
Johnson, Longview, general chairman of the meeting, and 
Dr. Rutherford, Seattle. 
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west Regional Meeting of the Oregon, Idaho, 
ontana and Washington chapters at the 
Dlympic Hotel in Seattle. 

Academy President Fount Richardson will be 

he guest banquet speaker at the 11th annual 
meeting of the South Carolina chapter October 
i and 2 in Clemson. 

The program, which will be held in the Clem- 
son House, will feature nine speakers. Leading 
off the program will be Dr. Luther Talbert, Uni- 

esity of North Carolina, whose topic is “The 
Practice of Office Gynecology.”” Dr. Talbert will 
also speak on ““The Prevention and Treatment of 
Toxemia of Pregnancy.” Following Dr. Talbert’s 
presentation, other speakers and their subjects 
will be: Dr. R. Bruce Logue, Emory University, 
“Common and Uncommon Symptoms of Angina 
Pectoris” and “New Drugs in Hypertension’’; 
and Dr. Lenox D. Baker, Duke University, ‘““Low 
Back Pain as a Problem in General Practice Be- 
fore and After Consultation” and “Fractures and 
Recommendations for Their Office Care.” 

Other speakers are: Dr. Sam R. Kilgore, 
Spartanburg, S. C., “‘Office Psychiatry in General 
Practice”; Dr. Gilbert F. Young, Medical 
College of South Carolina, “Illustrative Cases— 
Giving Early Signs, Symptoms and Treatment of 
Handicapped Children and What South Carolina 
has to Offer in Care of These Children”; Dr. 
Rhett Talbert, Medical College of South Caro- 
lina, “The Office Neurological Examination” 
(demonstration) and “‘Neuritis—An Office Prob- 
lem and Its Treatment,” and Mr. William A. 
Sandow, Blue Cross-Blue Shield, “Is the Future 
of Prepayment Past?”’. 

Guest luncheon speaker the first day will be 
Dr. John B. Reckless speaking on “American vs. 
English System of Medical Practice.” Dr. Sam 
R. Kilgore is to be the second-day luncheon 
speaker, his topic is “Behavior Problems in 
Children, Especially Adolescence.” 

A question and answer period will follow the 
morning and afternoon presentations. 
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@ All available exhibit space for the Arkansas 
annual meeting October 14 and 15 has been sold 
out since early this year, according to a recent 
announcement. The planned exhibit floor in- 
cludes 24 booths. 

Some of the speakers appearing on the scien- 
tific program of the two-day meeting, to be held 
in the Skyway-Lafayette Hotel in Little Rock, 
include: Dr. C. Arden Miller, University of 
Kansas Medical Center; Dr. Louis F. Rittel- 
meyer, director of the General Practice Section, 
University of Mississippi; Dr. Isadore Dyer, 
Department of OB-GYN, Tulane University; 
Dr. Leo W. Fabian, Department of Anesthesi- 
ology, University of Mississippi; Dr. Edward A. 
Marshall, Cleveland, Ohio, and Dr. William A. 
Hudson, Detroit, Mich. 

Academy President Fount Richardson will be 
the guest speaker for the second-day luncheon. 
A business meeting will be held during the 
luncheon on the first day. 

A cocktail party will conclude the first day’s 

activities, while a film on fishing in Arkansas is to 
be featured the next day. 
@ Mental health problems and acute emergencies 
which arise in the doctor’s practice were the 
central topics at the 11th annual meeting of Utah 
in Salt Lake City. 

The program was planned in conjunction with 
the Department of Psychiatry of the Medical 
College of the University of Utah. Forenoon of 
the first day was devoted to medical, surgical and 
anesthetic emergencies in children. The speakers 
were: Dr. Philip Thorek, Chicago surgeon; Dr. 
M. Digby Leigh, Los Angeles anesthesiologist, 
and Dr. Eugene Lahey, professor of pediatrics, 
University of Utah. 

During the afternoon the program centered 
around surgical, medical, anesthetic, obstetric 
and gynecologic emergencies in the adult. Dr. 
Thorek and Dr. Leigh again spoke, in addition 
to Dr. Charles E. McLennan, professor of ob- 
stetrics and gynecology, Stanford University, 
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THE HEART DISEASE PATIENT 


NEEDS RELIEF FROM 


EMOTIONAL , 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. ‘““The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 


as the somatic disease.” 
(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am, J. Cardiol. 1:395, March 1958.) 


Milltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 
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TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 





Miltown causes no adverse effects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 
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Palo Alto, Calif., and Dr. James E. Orme, in- 
ernist, Salt Lake City. 

The second day, devoted to mental health 
problems as they pertain to office practice, 
overed the following topics: “Evaluating the 
Anxious Patient, When to Prescribe, When to 
Refer, When to Hospitalize,”’ “Newest Drugs for 

motional Problems,” “Office Treatment for the 
Hysteric and Anxious Patient,” “Emotional 
Problems Associated with Obstetric and Gyne- 
ologic Cases” and ‘‘Recent Research in Meta- 
bolic and Psychosomatic Factors in Cardio- 

ascular Disease.” 

Speakers for the second day were: Dr. Joseph 
B. Parker, Jr., Duke University, Durham, N. C.; 
Dr. Donald D. Lathrop, Department of Psy- 
hiatry, Tulane University, New Orleans; Dr. H. 
Edward Beaghler, senior staff psychiatrist, Utah 
State Mental Hospital, Provo; Dr. Ray Rosen- 
man, Department of Medicine, Mt. Zion Hospi- 
tal, San Francisco, and Dr. C. Craig Nelson, Dr. 
Herbert B. Fowler and Dr. Beverly T. Mead, 
Department of Psychiatry, University of Utah. 

Dr. Robert F. Bitner of Layton, and Dr. T. E. 
Robinson of Salt Lake City, were the co-chair- 
men for the two-day program. 

Highlight of the meeting for many members 
and their wives was the noon luncheon at which 
Herbert E. Meyer, Jr., chief engineer for Sperry 
Utah Engineering Laboratory, spoke. Mr. Meyer 
spoke on challenges arising from the current 
space and missile age. 

A banquet for those attending was the con- 
cluding event of the social program. 

New officers for Utah are: Drs. Orson B. 

Spencer, Price, president; Eugene Y. Hall, Salt 
Lake City, president-elect, and Harold E. Young, 
Midvale, secretary-treasurer. 
* Hayden Lake (Idaho) Country Club is the new 
location for the annual meeting of the Kaho 
chapter which will be held October 2 and 3, 
according to an announcement by Dr. Joseph G. 
Wilson, chapter president. 
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Hayden Lake is approximately four miles 
north of Coeur d’Alene, the recreation capital 
of northern Idaho. 

Formerly, the state meeting was to have been 

held later in the month at the B.P.O.E. Lodge in 
Moscow. 
@ Members of the Iowa chapter will attend their 
11th annual meeting on the 27th through the 
29th of this month at the Hotel Savery in Des 
Moines. 

The business meeting will begin the afternoon 
of September 27 with reports of committees and 
election of officers. The scientific portion of the 
program will be presented on September 28 and 
29. 

Scheduled to appear on the program are the 
following medical authorities, listed here with 
their topics: Dr. Richard Q. Crotty, Omaha, 
Neb., “Contact Dermatitis” and ““What’s New 
in Dermatology”; Dr. Robert Fairchild, Mission, 
Kan., “Infant Feeding” and “‘Accidents in Chil- 
dren”; R. A. Tjalma, D.V.M., University of 
Iowa, “Animal Transmitted Diseases,’’ and Dr. 
George Fischer, Philadelphia, ‘“‘Uses and Abuses 
of Antibiotics” and “Uses and Abuses of Ster- 
oids.”’ 

Also making presentations will be: Dr. Her- 
man J. Smith, Des Moines, Ia., “Cardiac Ar- 
rythmias”; Dr. N. Frederick Hicken, Salt Lake 
City, Utah, “Management of Inguinal and 
Femoral Hernias” and “Abdominal Trauma”; 
Dr. A. Della-Pietra, New Haven, Conn., “‘Frac- 
tures in Children” and “Orthopedic Anatomy in 
General Practice’; Dr. Preston T. Brown, Phoe- 
nix, Ariz., “Office Gynecology” and “Obstetric 
Emergencies,” and Dr. William B. Bean, Uni- 
versity of Iowa, “The Patient’s Pilgrimage—A 
Commentary on the Evolution of Medical Care 
and Medical Sciences.” 

Two guest speakers are scheduled, one for the 
Monday noon luncheon and one for the Tuesday 
luncheon. George Ludwig of the University of 
Iowa will discuss ‘Satellites’ for the Monday 
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luncheon, while Miss Frances Colflesh of the 
Northwestern Bell Telephone Company, Des 
Moines, will speak on ““The Telephone’”’ for the 
Tuesday group. Other social activities include 
a banquet and dance for Monday evening. 

eA highly-successful repeat of their “Dollars 
and Sense Symposium” for medical students was 
given recently by the St. Louis (Missouri) chap- 
ter. With Dr. Bill Mullarky in charge, the sym- 
posium drew a record crowd of 230 medical 
students, members and wives. 

The program, designed to fill a gap in the 
economic education of future general practition- 
ers, included film strips on “Solo, Partnership 
and Group Practice.’’ Coordinated with these 
was a panel discussion by Drs. Walter Gunn, 
Charles Metz and Gene Hall, proponents of solo 
practice; Walter Gray and Bill Mullarky, speak- 
ing for partnership practice; and Charles Mol- 
den, representing group practice. Dr. Mullarky 
was the moderator. 

Medical books were given as attendance prizes; 
they were donated by Drs. Mullarky and Gray. 

In addition to a delicious buffet supper follow- 
ing the presentations, each student received a 
folder of literature about the Academy. 
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ALTHOUGH he suffered some setbacks, President 
isenhower emerged victorious in his battle with 
Democrats in Congress over big spending. 

The Democrats retreated twice on the housing 
issue in the face of the President’s veto power. In 
an effort to avoid a veto, they first cut back their 
catch-all housing legislation from $2.1 billion to 
$1.4 billion. When Mr. Eisenhower still chose to 
veto this bill and the Senate voted against over- 
riding the veto, the Democrats made a further 
reduction and brought the bill’s total down to 
about $1 billion. 

But the Democrats kept in the legislation a $50 
nillion elderly housing provision which the Presi- 
dent opposed. Two other provisions of interest to 
the medical profession also were retained. One 
would provide for Federal Housing Administra- 
tion loan guarantees for up to 75 per cent of the 
cost of construction of proprietary nursing homes. 
The other would authorize $25 million in Federal 
loans for building intern and nursing housing 
under the college housing program. 

On another key spending issue, highway con- 
struction, the House Ways and Means Commit- 
tee finally came up with a compromise which fell 
short of Eisenhower’s full request. But the com- 
promise embodied the “‘pay-as-you-go”’ principle 
upon which the President insisted. 

President Eisenhower asked for a 1!4-cent-a- 
gallon increase in the gasoline tax for five years 
to build up the depleted highway-construction 
fund. After two weeks of intensive efforts, the 
Ways and Means Committee worked out a solu- 
tion calling for a one-cent increase in the present 
three cents a gallon tax on gasoline and diesel oil 
for the next 22 months. The compromise would 
continue the highway construction program on a 
“pay-as-you-go” basis but somewhat curtailed. 

Congress prevailed on medical research funds. 
Despite opposition of the Administration,’ Con- 
gress voted $400 million for the National Insti- 
tutes of Health during the current fiscal year, 
$106 million more than the President wanted. 
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The research money was allotted as follows: 
general research, $45.9 million; cancer, $91.2 mil- 
lion; mental health, $68 million; heart, $62.2 mil- 
lion; dental, $10 million; arthritis, $46.8 million; 
allergy, $34 million; neurology, $41.5 million. 

The Department of Health, Education and 
Welfare appropriation ($3.4 billion) included 
$186.2 million for the Hill-Burton program of 
grants to states for hospital construction. This 
was $85 million more than the Administration 
request. 

Concentrating on “‘must”’ legislation in the final 
weeks before adjournment, Congress put aside 
until next year several bills of varying degrees of 
interest to physicians. 

The shelved legislation includes the: so-called 
Forand bill to extend the Social Security system 
to provide health care for the aged with Federal 
funds. But it was generally agreed that its pro- 
ponents will make a big push for it next year 
when Congressmen seeking re-election will be 
more susceptible to pressure. 

The Senate Finance Committee indicated it 
would wait until next year to act upon a House- 
approved bill that would provide physicians and 
other self-employed persons with similar tax 
treatment afforded salaried persons on money 
they put into pension plans. 

Neither was the House Interstate and Foreign 
Commerce Committee expected to act this year 
on a Senate-approved bill that would establish a 
new national institute for international medical 
research with a $50 million annual authorization. 


Other Washington Developments 


AUTO SAFETY 


The House Committee on Interstate and For- 
eign Commerce approved two bills that could 
make automobiles safer for people generally as 
well as persons who drive or ride in them. 

One of the bills would establish safety stand- 
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ards for passenger-carrying motor vehicles ac- 
quired by the Federal government. The other 
would direct the Surgeon General of the Public 
Health Service to make a two-year study, from 
the standpoint of public health, of auto exhausts 
into the atmosphere. 

In approving the safety-standard legislation, 
the House committee commended the medical 
profession—particularly the American Medical 
Association and the American College of Sur- 
geons—for its “great assistance in directing at- 
tention toward the need for safer vehicles.’’ 

The committee said it was “‘impressed”’ by the 
AMA statement submitted in letter form by Dr. 
F. J. L. Blasingame, executive vice president. 
The committee’s report approving the bill quoted 
at length from the statement. The quoted excerpt 
included: 

“*. . . Improvement of the design and safety 
equipment of automobiles promises the greatest 
possibility for rapid reduction in the automobile 
injury and death toll. If it is estimated that the 
average life of an automobile is 10 years, it is ap- 
parent that a very considerable reduction in the 
severity of injuries and a marked reduction in 
fatalities could be accomplished in that time if 
more attention were devoted to providing safety 
rather than to increased horsepower, streamlin- 
ing, color, and chrome.” 

Dr. Blasingame said that the automobile in- 
dustry in recent years generally has ignored safe- 
ty in favor of other developments. He listed nine 
safety design suggestions that “‘have been repeat- 
edly advanced by physicians, researchers, and 
safety engineers but with little success.” 

These suggestions included: anchorage for seat 
belts as standard equipment and supplementary 
rollover bars; crash padding; improved steering 
wheel with recessed post; safety door locks as 
standard equipment; removal of dangerous knobs, 
buttons, sharp edges and other gadgets; secure 
anchorage of seats to the floor; elimination of 
storage deck behind rear seat; elimination of 
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sharp, pointed hood ornaments and other ha 
ardous exterior design features. 















CIGARETTES 


Dr. Harold F. Dorn, chief of the Biometri 
Branch, Division of Research Services, Nation: 
Institutes of Health, reported that a special stud} 
showed the death rate of heavy cigarette smoke 
(two packs or more a day) was nearly twice 
great as for nonsmokers. 

The government scientist made a 30-mont 
public health study of the ‘mortality experience’ 
of abuut 200,000 veterans whose smoking habi 
had been learned before their death. He found} 
that the death rate from lung cancer of men who 
smoked more than a pack of cigarettes a day w 
nearly 16 times the rate for nonsmokers. The mor. 
tality rate from coronary disease was 63 per cen 
higher for cigarette smokers. 

The death rate for cigarette smokers from 
bronchitis and allied diseases, cirrhosis of the 
liver, ulcer of the stomach and duodenum, and 
cancer of the prostate or esophagus was mor¢ 
than twice that of nonsmokers. 

Dr. Dorn suggested that pipe and cigar smok 
ers run less risk than cigarette smokers. He said 
that “only very heavy cigar or pipe smokers ex 
perience a higher mortality rate than nonsmok 
ers.” 

“The death rates for the heaviest cigar or pipe 
smokers, those smoking nine or more cigars or 20 
or more pipefuls per day, are about the same as 
the rate of persons who smoke from one-half to 
one pack of cigarettes per day,” Dr. Dorn said. 

Timothy V. Harnett, chairman of the Tobacco 
Research Committee, challenged Dr. Dorn’s find- 
ings as being ‘“‘unsupported by clinical and exper! 
mental evidence.’’ Harnett said the study was 
limited to examination of only one factor in the 
deaths among the veterans. 

“Other statisticians have raised many ques 
tions as to what, if any, conclusions might be 
drawn from such a study,’”’ Harnett said. 






































Volume XX, Number3 GP 





